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Osteomalacia : The Broughton Pelvis in the Museum 
of the Royal College of Surgeons. 


By Avan Doran, F.R.C.S., 


Consulting Surgeon, Samaritan Free Hostal. 


THE catalogue of the pathological collection in the Museum of the 
Royal College of Surgeons of England is in process of re-arrangement. 
The series illustrating injuries and diseases of the female organs has 
been completely catalogued and a general Guide to the series 
published for the benefit of visitors and students, a publication 
somewhat resembling the guides to special departments issued at the 
National History Museum. A new series showing contracted pelves 
is now in process of arrangement. Each pelvis will be described 
fully and measurements will not only be given in the catalogue, but 
will also be marked on the specimen itself. After close inspection 
of the pelves required for the new collection I have found that many 
points have been overlooked and that some accepted records are 
inaccurate and therefore misleading. Under the first category comes 
the “ Yarrow pelvis,” formerly in the collection made by the 
Obstetrical Society of London, and acquired a year ago by the 
College for its Museum. Professor Keith and Dr. Walter 8S. A. 
Griffith found that this rickety pelvis shows “ lumbar assimilation ” 
in the first sacral vertebra on the left side, a transverse process being 
present instead of the normal lateral mass fused with that belonging 
to the second sacral vertebra. Dr. Griffith exhibited the Yarrow 
pelvis at the February meeting of the Obstetrical Section of the 
Royal Society of Medicine, 1912, and his report appeared in the last 
number of the Journat (p.28). Thus the profession will know of some 
interesting facts which have hitherto been overlooked. Under the 
second category comes the “ Broughton pelvis,” which has long rested 
on the shelves of the College Museum, Truth is more easily extricated 
from error than from confusion. Unfortunately, I have found both 
great error and much confusion in different reports of this specimen. 
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Broughton, Radford and William Adams have written on it, and it 
has passed through the hands of Carr Jackson, who seems to have 
been misled by erroneous notes, Adams being further misled in 
consequence. After considerable research into works out of print 
and close examination of the Broughton pelvis, I have succeeded, I 
trust, in demonstrating its true history and its correct interpretation. 

In the first place, I will describe the “ Broughton pelvis” at 
length, as neither the operator, nor Radford, nor Carr Jackson, nor 
William Adams have reported its characters in full. 

The specimen, No. 2119 in the Catalogue* of the Pathological 
Series of the Museum of the Royal College of Surgeons of England, 
consists of a female pelvis with the third, fourth and fifth lumbar 
vertebre. It shows the well-known characters of osteomalacia, 
advanced above and at the inlet, but not so marked at the outlet. 
The bones present the usual peculiarities when inspected and handled. 
The sacrum and the vertebrae above it are pressed downwards and so 
far forwards that the body of the fourth lumbar, rotated slightly 
towards the right, lies only half an inch from the ileo-pectineal 
eminence. The body of the first sacral vertebra is pressed downwards 
and forwards considerably below the level of the brim, and projects 
far in front of its lateral masses. It is sharply bent on the body 
of the second sacral vertebra, which, with those below it,t are much 
curved forwards, the coceyx ankylosed to the sacrum continuing the 
curve. Hence the sacrum is convex, and narrow horizontally at its 
upper part, whilst vertically it is abnormally concave. Below the 
first sacral vertebra it is also concave horizontally. The tip of the 
coccyx, however, does not come forwards within three inches of the 
nearest bones anteriorly, or, rather, within three inches of the lowest 
part of the pubic arch, which is so narrow as to be quite unavailable 
for the passage of the foetus. The drawing will explain the relations 
of the coccyx to the anterior part of the bony pelvis at the outlet. 
The promontory of the sacrum lies but 14 inch above the tip of the 
coccyx, so sharply are the two bones curved. The posterior superior 
spines of the ilia have been drawn forwards and inwards by the 
drag on the sacro-iliac ligaments caused by the bearing-down of the 
sacrum. The anterior portion of each ilium is bent inwards so that 
the anterior superior spines are abnormally approximated, and the 
iliac fossa is narrow antero-posteriorly but very deep. The acetabula 
look almost straight forwards. The beaking of the pelvis anterior to 
the acetabula is highly accentuated, the body of each os pubis actually 
touching its fellow internally behind the symphysis. An elevated 
bony ridge runs down the anterior aspect of the horizontal ramus 
of each os pubis, as though a split of the bone had undergone repair. 


* N.B.—A new and re-numbered edition is in preparaticn. 


+ There are only four sacral vertebre. 
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The beaking of the pelvis distorts each obturator foramen, its inner 
border lying on a plane far anterior to its outer margin. The pubic 
arch is extremely narrow and of the form of a Greek Omega, the rami 
being much everted about the junction of the ossa pubis and the 
ischia, but abruptly divergent further back near the tuberosities 
which are bent outwards no doubt through pressure from sitting. 
This marked eversion of the ischial tuberosities accounts in part for 
the relative wideness of the pelvic outlet. The pelvic brim is of the 
usual Y-shape, with the right arm distinctly narrower than the left. 
I will show presently how from Radford’s tracing of the brim this 
specimen has been verified. 


J/easurements :— 
Sp. Il. 9} in., or 23°5 em. 
Cr. Il. 107 in., or 27°6 cm. 
Ext. Conj. 53 in., or 14°6 em. 
Sp. Il. post. 3in., or a little over 7} em. 


The measurements of the brim are of no value—the relative width 
of the outlet antero-posteriorly has been noted above. 

The relative wideness of the outlet in the Broughton pelvis may 
be appreciated by comparing the sketch, appended to this memoir, 
of the specimen seen from below, with two similar drawings of 
osteomalacic pelves where the contraction and crumpling in of the 
softened bones are even more marked at the outlet than at and above 
the brim. The first is Fig. 7 and 8, pl. X XI, in Bayer’s Das Becken 
und seine Anomalien, the other is Fig. 41 and 42, p. 1981 in Von 
Winckel’s Handbuch der Geburtshilfe. 

I will now turn to the history and, what is equally important, the 
literature of the Broughton pelvis. It will be shown that this pelvis 
is from the case described and tabulated by Radford, that there is no 
evidence that Broughton ever performed Cesarean section a second 
time, that this pelvis is also the same as that described by William 
Adams, and that the report and the interpretation of its characters 
by that distinguished orthopedic surgeon are alike inaccurate and 
misleading, giving to the reader who has inspected the Broughton 
pelvis at the College an impression that Dr, Broughton performed 
Cesarean section twice, and that the pelvic contraction was due to 
other causes than osteomalacia in the second case. 

In 1880, Dr. Thomas Radford, of Manchester, issued the second 
edition of his Observations on the Cesarean Section, Craniotomy and 
other Obstetric Operations, a standard British work on the literature 
and statistics of Caesarean operations until superseded by Dr. Amand 
Routh’s valuable and more complete treatise published in this 
Journat last year. 

On looking through Radford’s tables we read: “No. 58, 
November 1851. Ann Kenyon, aged 31. Related by Dr. 
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Broughton* in manuscript. Operator, Dr. Broughton, of Preston, 
assisted by Dr. Radford and Dr. Whitehead. Cause of difficulty : 
Distorted pelvis from mollities ossium. Duration of labour eleven 
hours. Mother died, survived operation 5 days 2 hours; child 
preserved.” 

In the text Radford records the case “as literally as possible in 
Dr. Broughton’s own words,” selected from “ his copious notes.” 

The patient, a poor woman, +31 years of age, had recently suffered 
from cough and debility and “ pains in the back and about the hips, 
with frequent inability to pass her water except when lying on her 
belly across the foot of the bed. She waddled very much in her gait, 
and used a stick, and stated that she had gradually been getting 
worse during the last two years...., She had been pregnant 6 times 
before. Five of the labours were quite natural, in one, a few months 
previous to the present time, she aborted at the fourth month, and 
afterwards suffered a great deal.” 

This note was taken by Broughton on May 22 1851. There was a 
suspicion of pregnancy, but the patient’s menstrual periods had 
recently been very irregular. Broughton detected the distortion. 
“ After a very strict inquiry I could not ascertain that there was any 
reason to suppose there was the slightest hereditary predisposition to 
the disease (mollities ossium) she was now suffering from. I 
examined her very carefully, and found the mischief was chiefly 
confined to the pelvis.” The uterus could not be reached from below, 
The patient was kept under observation; pregnancy soon became 
evident, and “ her stature, according to her husband’s account, was 
now upwards of four inches less than it was four years ago.” 
She was advised to send for Broughton on the very first indication 
of labour. He was summoned accordingly on November 12 at 6 p.m. 
Early next morning Cesarean section was performed. Very little 
blood was lost; the child cried lustily, and was brought up by a 
wet-nurse. 

The details of this pre-Listerian operation need not trouble us. 
The abdominal wound yielded, intestine prolapsing, and the patient 
died on the fifth day. 

Broughton further informs us that “the brim of the pelvis, on 
the right side, was so contracted from the falling forwards of the 
sacrum, as barely to admit one finger, and anteriorly at the pubes 
rather less. On the left side there was a little more room; in one 
part, near the left sacro-iliac synchondrosis, it just admitted two 
fingers in the antero-posterior diameter, but only one in the lateral. 
In fact, it was a notch, the sacrum seemed to have come forwards from 


* As to the question of a second case in Broughton’s practice. Radford’s Observa- 
tions, second edition, appeared in 1880. Carr Jackson presented the pelvis to the 
College in 1868 as “operated upon by Dr. Broughton,” Radford gives no second case 
and as shown above, the Broughton pelvis is identical with Radford’s No. 58. 
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the ilium by the elongation of the ligaments. The rectum passed 
here. In no part could a ball one inch and one-third pass. The 
ascending rami of the ischium were so closed as to barely admit one 
finger and the tuberosities are (sic) very nearly approximated. The 
os coccygis is thrown forwards. ‘Thus the cavity of the pelvis was 
encroached upon to a very remarkable degree, rendering the intro- 
duction of even a very small hand quite impossible, and the longest 
finger could do little more than reach the promontory of the sacrum. 
The urethra was drawn upwards and backwards behind the symphysis 
of the pubis, requiring a very long and curved catheter. The 
situation of the urethra accounts for the difficulty she had in empty- 
ing the bladder.” 

Broughton’s description is fairly complete, when we consider how 
little pelvic deformities were studied in England sixty years ago. 
Radford adds no drawing to his report, but furnishes us with what is 
quite as valuable for purposes of identification. There are eleven 
tracings of the brim of the pelvis, as defined in certain cases included 
in Radford’s tables. Fig. 9 “accurately represents the brim of 
Ann Kenion’s (sic) pelvis (Case 58).” 

I have carefully examined Fig. 9, and find it precisely corresponds 
to the brim of the Broughton pelvis in the College Museum, both as 
to diameters and to general outline. 

Since 1851 the Broughton pelvis has had a perplexing history. 
It came into the hands, but how I have not been able to ascertain, of 
the late Mr. Carr Jackson, who presented it to the Museum of the 
College in 1868. The late Mr. William Adams describes and figures 
this pelvis in his once well-known Lectures on the Pathology and 
Treatment of Lateral and. Other Forms of Curvature of the Spine, 
2nd edition, 1882, p. 110. The woodeut Fig. 26 in the Lectures 
shows the outline of the brim to correspond with that of the pelvis 
in the College specimen; the greater width and bluntness laterally 
and posteriorly on the left side, and the degree of “ beaking” near the 
symphysis being faithfully reproduced. The sole discrepancy is to 
be detected in the appearance of the upper or free surface of the 
uppermost lumbar vertebra. In the Broughton pelvis that bone is 
mounted almost intact. In the drawing it is represented as though 
the superior articular processes had been sawn off, whilst the 
cancellous tissue of the pedicles and of the transverse and spinous 
processes is exposed. “The drawing from this specimen was made 
by permission of the late Mr. Carr Jackson,” as Mr. Adams informs 
us. Most probably the artist drew the specimen after the third or 
even the fourth lumbar vertebra had been temporarily removed so 
as not to confuse the relations of the anterior and lateral parts of the 
pelvis, but I can find no trace of any work with the saw except 
at the upper part of the left superior articular process which has been 
shaved off horizontally. The elements of the three vertebre posterior 
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to the bodies are otherwise entire and untouched. There can be no 
doubt, however, whatever the artist’s vagaries* may have meant, 
that Adams’s Fig. 26 represents the Broughton pelvis as viewed from 
above. 

In Adams’s text there are strange discrepancies from Broughton’s 
original report in Radford’s Observations on the Casarean Section. 
The clinical history, very meagre, is different, and Adams describes 
the pelvis as rachitic. 

“The case had been operated upon by Dr. H. H. Broughton, of 
Preston, who performed the Cesarean operation, all attempts to 
procure abortion having failed.f The patient was thirty-seven years 
of age, and had had two previous abortions. She was deformed, and 
the spine was distorted to an extreme degree, The contraction of the 
pelvis was so great that a wooden ball of 14 inches in diameter would 
only just pass through it.” § 

Thus the age is different as is the history of previous pregnancies, 
and Broughton’s very clear report of characteristic pains and shorten- 
ing of stature must have been quite unknown to Adams, 

It is remarkable that the author was so convinced that the 
deformity of the pelvis was due to rickets. 

“Tn this specimen the bones were light, but hard in texture, as in 
the rachitic deformities met with in the adult. It is unnecessary to 
describe the peculiarities of the rachitic deformity of the pelvis which 
are well exhibited in Fig. 26. I would merely mention that its 
leading features are: Ist, flattening from above downwards produced 
by the yielding of its softened bones to the superincumbent weight; 
this causes the promontory of the sacrum to be approximated to the 
symphysis pubis, and the antero-posterior diameter to be propor- 
tionately diminished. 2ndly, A bending inwards of the pubic bones, 
in consequence of the resistance offered below by the heads of the 
thigh bones; this still further diminishes the antero-posterior 
diameter, and the transverse diameter is proportionately widened ; 

the oblique diameter is diminished in proportion to both these 
deviations. The ale of the pelvic bones are bent forwards, or folded 
upon themselves in severe cases, such as that from which Fig. 26 
was taken, although the latter condition is generally more observable 
in cases of pelvic deformity from mollities ossium in which the pelvis 
has attained its full size previous to the occurrence of the disease. 


*I happen to know that Mr. Sherwin, and more than one other artist employed in 
the College Museum by Sir William Flower were very particular about symmetry, so 
that their drawings should look ‘‘artistic.” But essential features were never 
sacrificed to art. 

+Broughton gave full doses of ergot when the patient was under observation. 
Loc. cit., p. 187. 

§ Broughton reported, as noted above, “In no part could a ball one inch and one- 
third pass.” 
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Mollities ossium is invariably a disease of adult life, whilst rickets 
is essentially a disease of infantile life; therefore in a specimen of 
distortion, however severe, from mollities ossium, the pelvis, if it 
could be unfolded, as it were, and the distortion removed, would be 
seen to be of its full proportions; but in a specimen of rachitic distor- 
tion, if the pelvis could be unfolded and the distortion removed, it 
would be seen to be much less than its natural size in consequence of 
the arrest of growth, which is one of the characteristic features of 
rickets.” 

We know that “a bending inwards of the pubic bones,” the 
“ beaking” of the pelvis, so marked in this specimen, is highly 
characteristic of mollities. It is distinct in the earlier stages.* The 
pseudo-osteomalacic rickety pelvis also bears a beak formed by the 
bending inwards of the pelvic bones. But the ale of the ilia are 
widely everted, as in the rachitic flat pelvis. Yet Adams shows in 
the paragraphs above quoted that he had considered the folding in of 
the ilia, and goes out of his way to state that this condition is 
‘generally more observable in cases of pelvic deformity from 
mollities ossium in which the pelvis has attained its full size previous 
to the occurrence of the disease.” This is precisely what was the case 
in Broughton’s patient. He further states that “ mollities ossium is 
invariably a disease of adult life.” He had a fixed idea that the 
deformity in the Broughton pelvis had developed in childhood or 
early youth, which proves that he had never seen Broughton’s plain 
clinical history in Radford’s Observations on the Cwsarean Section, 
else he would have learnt that the disease developed most charac- 
teristically a few years before the death of the patient who had borne 
five children to term! 

When the current catalogue of the Pathological Series in the 
College Museum was in course of preparation in 1880—1885 Sir 
James Paget examined the Broughton pelvis with me, and we saw 
that it was clearly osteomalacic. For that reason we agreed to 
describe it as “2119. A female pelvis, presenting in a marked degree 
the distortion characteristic of mollities ossium. The cavity of the 
brim is heart-shaped and almost horizontal. The promontory of the 
sacrum and the lower lumbar vertebra have been pressed forwards, 


* Drawings of a very good instance of this condition is to be seen in von Winckel’s 
Handbuch der Geburtshilfe, vol. ii, part 3, figs. 38, 39, p. 1980. The ‘‘ beaking” is 
much more pronounced than the characteristic bending inwards of the ilia in this 
instance, where the disease was not so advanced as in the Broughton pelvis. 


+ This “flaring cut,” as some writers call it, is well shown in a typical flat rachitic 
pelvis, Pathol. Series Mus., R.C.S., No. 2117, where the interspinous diameter 
(93 in. or 24°75 cm.) is in excess of the intercristal (9 in. or 23:17cm.). It is also 
marked in the Cambridge specimen of pseudo-osteomalacic pelvis, represented in the 
fine drawing illustrating Dr. W. 8. A. Griffith’s notes on the specimen. Trans. 
Obst. Soc., vol. xxvii, 1883, p 188. 
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and the sides of the pelvis have been projected inwards by the 
weight transmitted through the spine to the femora. The rami of 
the ossa pubis and ischia are bent sharply forwards and closely 
approximated. The lower end of the sacrum is similarly curved 
forwards.” 

A fair general description no doubt, but hardly sufficient. 
Unfortunately we were unaware that the case was reported in 
Radford’s book. Mr. Carr Jackson had presented the pelvis to the 
Museum in 1868. He gave as a reference the first edition of Mr. 
W. Adams’s Lectures, published in 1865, where the erroneous history 
and interpretation of the specimen was given, as in the second 
edition, issued in 1882, which is quoted above in full. The volume 
of the Catalogue (Vol. II) containing the description of the pelvis 
appeared in 1883, that is to say, the description was prepared in 
1881 or 1882. We relied on Adams’s report being, like Adams 
himself, quite unaware that Radford had included Broughton’s 
report in his tables. Hence, unfortunately, the totally erroneous 
clinical report was appended to the above description in which the 
pathological error was avoided. 

In conclusion, I trust that I have succeeded in clearing away all 
mystery about the Broughton osteomalacic pelvis. It undoubtedly 
corresponds to No, 58 in Radford’s tables, and also to the pelvis 
figured by Adams in his Lectures where he was misled by an in- 
accurate history in which there was no note of the pathognomonic 
symptoms chronicled in Broughton’s manuscript notes and published 


by Radford, 


EXPLANATION OF THE DRAWING ILLUSTRATING THE BrouGHTON 
OsSTEOMALACIC PELVIS AS SEEN FROM BELow. 

The fourth lumbar vertebra comes quite close (} inch) to the 
anterior border of the pelvic brim on the right of the middle line. 
Below the fifth lumbar vertebra (a), the first sacral is bent sharply 
downwards whilst the coccyx curves sharply upwards. The “ beaking ” 
is pronounced (p), the “omega” distortion of the pubic arch (d, t t’) 
is marked. Although the contraction is extreme above, the antero- 
posterior diameter of the outlet is relatively wide, the coccyx being 
bent upwards rather than forwards, 


The Broughton pelvis as seen from above is figured in Adams’s 
Lectures loc. cit. 
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Broughton osteomalacic pelvis as seen from below. 
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Moderately Contracted Pelvis and Induction 
of Labour. 


By Exvxiice McDonaxp, M.D. (McGill 1901), New York. 


Tue value of induction of labour in contracted pelvis is much 
debated amongst obstetricians. Those who practise it are enthu- 
siastic, and those who are not familiar with its use, condemn it. The 
chief criticism directed against the measure is that the size of the 
child is so difficult to estimate that often induction is done and a 
very premature child is born to die from malnutrition and marasmus. 
If this objection is overcome, there seems to be no other good argu- 
ment to advance against this excellent method of treating contracted 
pelves of moderate degree. By waiting until the last moment when 
the fetus can safely pass through the natural outlet, it is possible to 
save the mother from Cesarean section and have the child born 
viable and in good condition. By keeping watch over the size of the 
child’s head by external measurements, it is possible to determine 
the proper moment for intervention. 

Obstetricians who condemn induction unite in saying that 
delivery is spontaneous in a very large percentage of contracted 
pelves. They then advise other methods of operative delivery. 
These statements to me are conflicting: for, if in a large percentage 
of contracted pelves of moderate degree spontaneous delivery occurs, 
in those where it does not occur trouble arises because the child is 
too large. Thus, if the size of the child can be estimated and its 
relation to the size of the pelvis be tested before induction, there 
will be a much better chance of obtaining living children in women 
with contracted pelves of this type. It must be recognized that the 
size of the child and the duration of pregnancy vary within wide 
limits, and the relation of the size of the baby, particularly of the 
size of the baby’s head, must always be taken into consideration 
when the course of procedure in any pelvis of moderate contraction 
is debated. A child weighing 6} lbs. with a soft head to correspond 
to its weight will pass through a pelvis which would not allow exit 
to a child of 8]bs. with a large firm head. The probability of 
delivery in large series of cases is therefore of interest. 


SPONTANEOUS DELIVERY IN CONTRACTED PELVES. 


All statistics unite in showing that, in contracted pelves, there 
is a very large proportion of births without operative assistance. 
Biirger, in 1,840 cases of contracted pelves with a true conjugate 
between 10 and 9'6cm., reported 89 per cent. of spontaneous 
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deliveries; in 2,486 cases with a true conjugate between 9°5 and 86 
em., 80 per cent, and in 840 cases with a true conjugate between 
85 and 76cm. there was 54 per cent. of spontaneous deliveries. 
Kronig and Zweifel report 84 per cent. of spontaneous deliveries in 
pelves between 8°5 and 7 cm. true conjugate. Scipiades in 949 cases 
of contracted pelvis had 76 per cent. delivered spontaneously. The 
truth of these reports may be attested by other series of cases too 
many for enumeration here. Suffice to say that, in contracted pelves 
with a true conjugate of 8cm. or more, approximately two-thirds or 
more of the babies are born without interference or aid and by the 
natural forces. The reason of this is that these children are small 
enough to get through the pelvis and our effort must be directed to 
the saving of the other third by keeping these children also small 
enough to pass through the moderately contracted pelvis and large 
enough so that they will not suffer from prematurity. This involves 
a knowledge of the size of the pelvis and an idea at least approxi- 
mate of the size of the child. If the size of the child can be 
approximately measured, then labour may be induced at the most 
auspicious moment in order to get the largest possible child which 
will pass through that particular pelvis. 


Tyre oF PEeLvis AnD Spontaneous DELIVERIES. 

In the consideration of the size of the pelvis, the true conjugate 
will be taken in all cases as the basis of nreasurement and of indica- 
tion for treatment. Also no distinction is made in this article as 
to the probabilities of delivery in flat and generally contracted 
pelves, because it is believed that, if the true conjugate is taken as 
the criterion for classification, there is little difference between the 
probabilities of delivery in pelves of the moderate degree of con- 
traction (Sem. and over) under discussion. In a collection of such 
cases, there was found to be 3 per cent. more spontaneous deliveries 
in generally contracted than in flat pelves of 8cm., or greater, true 
conjugate. It is true that in pelves of greater contraction, 75—6'5 
cm. there are more spontaneous deliveries in the flat type of pelvis; 
but in the medium degrees there is very little difference. Greater 
than 8cm., there are, if anything, more spontaneous deliveries in 
generally contracted pelves, and this is believed to be due to the fact 
that generally contracted pelves have, as a rule, smaller babies. 
But, for the purposes of discussion as to treatment, there is little 
difference in prognosis in the various types of moderate contraction. 


THE OssteTric Prosiem. 


Any degree of pelvic contraction is only relative to the size of 
the foetus, and a pelvis should be judged to be large or small as to 
whether or not it will admit the passage of the head. The ever 
present obstetric problem is whether a fetal head of unknown 
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dimensions can be delivered through a pelvis whose measurements 
can be ascertained. Thus “obstetric judgment” is only gained 
through much experience of difficult cases, and any methods of 
measuring the pelvis and the foetal head within the uterus and before 
the date of labour are welcome additions to the present inadequate 
and unsatisfactory mancuvres. Exact pelvic measurement is a 
work of supererogation and futile unless some attempt be made to 
estimate the size of the foetal head as well. 

A knowledge of the size of the foetal head and body offers a sure 
basis for prognosis in the moderate degrees of pelvic contraction. 

In this class of pelvis, therefore, it is advisable to make some 
attempt to estimate the size of the child before term in order to 
have an exact basis for treatment and to fix the time for induction 
of labour. 

S1zE OF CHILD AND ITs Lim1Tts. 

The size of babies naturally varies in different cases: the average 
weight in this country is in the neighbourhood of 3,300 grams. The 
smaller the child at birth below a certain limit, the less chance it 
has of survival and the greater the danger of death from prematurity 
and malnutrition. In general, in prematurely born children, 2000 
grams is the minimum weight with which a reasonable percentage 
of surviving children may be obtained. Ostreil, in a study of 1,542 
prematurely born children, found that above this weight they showed 
only slightly less resisting power than children born at term. 
Maygrier, in a report from the Charité in Paris, states that, of 548 
children between 2,000 and 2,500 grams, only 32 (5°8 per cent.) died 
before leaving the hospital. Among those weighing less than 2,000 
grams (44 1bs.) the death rate was higher. He also traced them 
several years after leaving the hospital and did not find an increased 
death rate. 

Thus, with reasonable care, there should not be an excessive 
death rate in children born after induction of labour for moderately 
contracted pelvis. The three great dangers which confront them 
are chilling, defective feeding and infections. If infections can be 
warded off and the child fed with breast milk, even if it is drawn 
and fed with a spoon a drop at a time, it is likely to grow strong 
and healthy after it has been tided over the stage of extra helpless- 
ness. 

A weight of 2,000 grams is smaller than is required, as, for 
successful delivery in a pelvis of 8cm. true conjugate, a child 
weighing 2,500 grams (53 lbs.) is not too great. This is the average 
size at 36 weeks and has an average bi-parietal diameter of 8 cm. 
A useful way to remember the average weight at any required time 
of pregnancy is Tuttle’s rule: —The number of lunar months minus 
2, squared and divided by 2 gives the weight in hundreds of grams. 
Thus, at 9 lunar months or 4 weeks before term the weight will be 
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(9 —2)2+2=(7)?+2=49+2=2,460 grams. 

This weight of the child, 2,500 grams (52 lbs.), is about the 
lowest that will give constantly good results and, as may be seen, 
it corresponds with the average measurements four weeks before 
term. At this time also the biparietal diameter of the fetal head 
is 8cm. The biparietal diameter is the most important, because it 
comes in direct relation in contracted pelves with the true conjugate 
or antero-posterior measurement of the pelvis. If the biparietal is 
greater than the true conjugate, the foetus cannot be born naturally, 
even with the help of moulding. When the two measurements are 
the same and in children with small soft heads where moulding is 
great, spontaneous delivery is possible. For this reason, in the 
attempt to prophesy the course of labour in contracted pelves the 
two important measurements are the true conjugate and the bi- 
parietal diameter of the head. 


Resvuits or Inpuction. 

A true conjugate of 8cem. is the lowest limit of contraction in 
which induction of labour should be advised and then only with a 
proper sized child. The larger the pelvis, the better the results 
obtained. In a collection from European clinics, induction was done 
in 941 cases for contracted pelvis with the result that 88 per cent. 
of all the children left the clinic alive and one mother died (0°1 per 
cent.). And this in spite of the fact that v. Herff extends the limit 
for induction to a conjugate of 7°5em. and Kroemer to 7em. This 
compares favourably with the mortality in 3,000 Cesarean opera- 
tions, collected from the literature in the past 20 years, with 7 per 
cent. of maternal deaths and 4 per cent. of immediate foetal deaths, 
not to mention those children dying in the puerperium, or with 
Davis’s large personal series of 104 Caesarean sections in the New 
York Lying-in Hospital with 14°43 per cent. mortality in mothers 
and 17°92 per cent. mortality in babies, including the deaths of 
children in the puerperium. 

These remarkable results of induction show that, when it is 
intelligently performed, it is, in pelves of moderate contraction, the 
operation of choice. Of course, it may be said that with large babies 
and moderate contraction of the pelvis, Cesarean section is necessary. 
The average weight of Cesarean babies is probably not above normal. 
In 100 cases collected at random, it was 7} lbs (3,200 grams), a trifle 
under average weight. 

The results of induction, however, depend upon its intelligent 
performance, upon an accurate measurement of the pelvis and upon 
an estimate of the size of the child before birth and while within 
the uterus. Without a knowledge of the size of the child and its 
relation to the size of the pelvis, no intelligent prognosis can be 
made. It is impossible to guess at the weight of the child from 
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inspection and palpation alone. It is most difficult even to guess 
the weight of a new-born child after birth. I have for years made 
trial of this by asking nurses and doctors to guess the weight of a 
new-born baby and have found that wide error was common and a 
correct guess the exception. How much more difficult is it for an 
estimate to be made of the size of the child within the uterus by 
inspection alone. It is for this reason that accurate methods are 
necessary to eliminate the personal factor of error. After the pelvis 
has been measured, a knowledge is required of the duration of the 
pregnancy, the size of the child, the size of the child’s head and the 
relation of the child’s head to the size of the pelvis. 


THE DuRATION OF PREGNANCY AND SIZE OF THE CHILD. 


Unfortunately for the students of obstetrics, the duration of 
pregnancy is not a fixed term, but varies in length with 280 days 
as the average. Normal pregnancy may be prolonged to more than 
300 days. In addition, there may be an error of three weeks or more 
in estimation from the last menstruation, due to the time of concep- 
tion. Estimations, based upon a single intercourse, show, however, 
that the average duration is about 280 days. A complete review 
of the subject of the duration of pregnancy will be found in my 
paper on the subject. Cows, with almost the same length of gesta- 
tion as the human animal, have an average duration of 285 days; 
but their pregnancy may vary from 240 to 321 days. This is 
suggestive of a similar variation in the length of pregnancy in 
women. 

Prolongation of pregnancy beyond the average time is associated 
with increase in weight of the child. In Winckel’s series, the 
average prolongation of pregnancy in children weighing 4,000 grams 
(8 lbs. 14 0z.), was 8°22 days, and of these children, one-eighth had a 
gestation period of longer than 302 days, the legally determined 
duration of pregnancy in Germany. In 31 babies of an average 
weight of 4,276 grams (93 lbs.), the prolongation of pregnancy was 
on an average 31 days. Of babies weighing 4,000 grams, 71°8 per 
cent, had a gestation period of more than 280 days. Blau and 
Christofoletti also, in 1,778 children weighing more than 4,000 
grams, found pregnancy lasted more than 300 days in 150 cases and 
more than 302 in 135 cases. Ciula, in an exhaustive study, showed 
that gestation was prolonged beyond 300 days in 4°5 per cent., 
beyond 310 in 1°9 per cent., and beyond 320 days in 0°5 per cent. of 
cases. Issmer, after a study of a large collection of cases, says that 
the larger the child the longer the pregnancy, and that the increase 
in length of gestation bears a definite ratio to the increase in the 
size of the child. 

So, it may be seen that pregnancy is not a fixed term and that 
it may be extended over average limits usually when the children 
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are heavy. For this reason in the induction of labour if dependence 
is placed upon the patient’s history of her last menstrual period, 
there may be an error in the estimation of the size and a small child 
be born to die from prematurity, or a child be allowed to become too 
large for the pelvis. 

It is, therefore, better to attempt to measure the actual size of 
the foetus within the uterus and so to check the menstrual history. 
One helpful aid is to adapt to this purpose my rule for the estimation 
of the duration of pregnancy. This rule is based upon the average 
size of the fetus at full term, 3,300 grams, and depends upon the 
more or less regular growth of the uterus of 35cm. each lunar 
month after 5 months. The measurement is dependent upon the 
height of the fundus which is due to the occipito-coccygeal measure- 
ment of the child, and this varies with the weight and length of the 
child. 

The rule is as follows:—The duration of pregnaucy in lunar 
months is equal to the height of the uterus in centimeters divided 
by 3'5. It depends upon the more or less regular growth of the 
uterus of 3°5 cm. each month of 4 weeks, and is very exact after the 
fifth month. The measurement is taken with the patient lying flat 
(see fig. 1), and one end of the tape is placed at the upper border of 
the symphysis, while the other is held by the thumb into the palm 
of the hand. The fingers of the upper hand are held at right angles 
to the fundus of the uterus, and the tape follows the contour of the 
uterus save at the last dip, as is shown in the illustration. Multi- 
pare with lax abdominal walls and thin uteri should be supported 
at the side so as to bring the occipito-coccygeal axis of the child 
into the long axis of the mother’s body. 

This method gives satisfactory results and is the most exact 
means of estimating the duration of pregnancy. It is strictly an 
estimation of the size of the foetus; for when the uterus arrives at 
the height of 35 em., or full term (85=10) lunar months, the foetus 

3°5 
is of a weight of 3,300 grams, or average size, as is shown by the 
measurements in my former paper. Thus, an average-sized baby 
usually comes at the average period of pregnancy—hence the rule. 

The rule depends upon the fixed point of 35 em. fundal height, 
indicating an average-sized child of 3,300 grams (73 Ibs.). From 
this, for the purposes of induction, deduction may be made of 200 
grams for every centimeter below 35cm. In this way an approxi- 
mate estimate of the weight of the fetus may be made. For 
example, if the fundus measures 3lem., the weight of the child 
would be 2,500 grams, which would correspond with the average 
weight at 9 lunar months as shown by Tuttle’s rule. The so-called 
“sinking ” of the uterus does not enter as a factor as it is but 
seldom present in the recumbent position; if it is present, the head 
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Fig. 1. Measuring height of fundus uteri, 
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Fig. 3. Author’s method. 
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Fig. 2. Perret’s method. 




















McDonald: Induction in Contracted Pelvis 79 





has entered the pelvic strait and other measurements are useless. 
All we want to know is that the head can enter and, if it is already 
in, the child can pass. 
This method of estimating the weight of the child should be used 
in conjunction with other methods of estimating the size of the 
foetus. It will be seen from the table, hereafter appended, that the 
weight of the child bears a fairly regular relation to the size and 
| diameters of the foetal head. 


MEASUREMENT OF THE Fara, HEeAD WITHIN THE UTERUS BEFORE 
Lazour. 

Actual measurement of the fetal head through the abdominal 
walls has been practised by the French obstetricians for some years. 
Pinard, Tarnier and Perret have reported fairly good results with 
the method, and Perret has devised a special cephalometer by which 
he was able to measure the head with some accuracy. The occipito- 
frontal diameter of the head is measured, and in order to get the 
important diameter, the bi-parietal; he advised a deduction of 2°5 em. 
from the occipito-frontal. [lis cephalometer gives good results: its 
only drawback is its expense and that, when the head lies in the 
L.O.A. or R.O.P. position, the sinciput being deeper and farther 
from the abdominal wall, the flat cephalometer is too rigid to get a 
very accurate measurement. Also his fixed deduction of 2°5 cm does 
not give exact result, as the difference between the occipito-frontal 
and biparietal increases with the size of the occipito-frontal diameter, 
the one that can be measured. 

Stone has based his method of measurement upon a somewhat 
similar procedure. The occipital and frontal poles of the fetal 
head are grasped and an assistant pushes the ends of an ordinary 
pelvimeter in between the fingers. This method requires an assistant 
with more or less skill in the maneuvre, and the extent to which the 
tips are thrust in is difficult to control. 


Tue Autuor’s Mrrnop. 

I have sought to modify these methods in order to obtain one 
which, with a common instrument, will give equally good results in 
all hands. With this idea, an ordinary pelvimeter of simple con- 
struction (fig. 3) was taken and two rings of adhesive plaster, about 
lem. in width, fastened to each tip. These rings are faced inside 
with adhesive plaster, back inward, and are made sufficiently large 
to admit readily the middle and index fingers. The knob-like tips 
of the pelvimeter should project about 1cem. beyond the palpating 
fingers. 

The patient is laid on her back and the operator stands as if to 
palpate for the position of the head. An accurate diagnosis of the 
foetal position, not only in regard to the occiput but as to the amount 
of flexion of the head is essential to success. The bladder must be 
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empty. The occiput and sinciput are located; then the fingers are 
thrust into the rings and the knobs of the instrument approximated 
to these points as closely as possible. The weight of the hinge side 
of the pelvimeter is supported by the finger of an assistant or may 
be held up by a string attached to the operator’s arm or button-hole. 
It is necessary that the hinge side should have free play of movement 
in order that one or other tip may be depressed, if occasion requires. 
The tips are held firmly against the cephalic poles and the scale 
read. ‘This gives occipito-frontal diameter. No deduction is 
required. This fact is not satisfactorily explained. The abdominal 
walls of a pregnant woman are very thin (usually less than lcm. 
measured at Cesarean section), and it may be that the exact promin- 
ences of the cephalic poles are not reached. 

All heads above the brim or which may be thrust above the brim 
can be measured, although the greatest ease is found in thin women 
with flat pelves which push the head forward. Small heads with 
much liquor amnii are difficult to fix; breech cases offer no special 
difficulty. However, heads lying above the pelvic brim and firmly 
placed thereon give the best conditions, e.g., in contracted pelves. 

The measurement obtained by this means is the occipito-frontal 
diameter and from this is obtained the important diameter, the 
biparietal. 

The amount to be subtracted varies with the size of the occipito- 
frontal. With an occipito-frontal diameter of 11°25cm., 2cm. is 
deducted to obtain the bi-parietal, from 11°50 em. occipito-frontal 
2°25cem., and from 12cm. occipito-frontal 2°50cem. This amount 


deducted is based upon the following table of 100 heads measured 
by me:— 


TABLE OF MEASUREMENTS OF 100 New-Born Bantes.* 


No. of O.F. Average Average 
Cases. Diameter, Difference. Weight. 
Ti Scheusascapesss TO sesasvexsustess TOO: “casecsscsesans 2,600 
Ae Sascessnssntess EOUGO: \Sessstsceceses NEG) fetes cocccessess 2,716 
B ksvadesessnesse TOUISY sucess sceuneses EOL sccossseroeeese 2,975 
7 sensashesedssess TE | assaseseheseees WAGYs ssscecssssseeass 3,100 
DE sesesssesseeece TAS) ac sedseaversees DO) Metsiasetsesests 3,156 
EO) seccssosseessas EURO jecervacsteecees DedO! eiceassosscress 35247 
Qo seeeeeeeeeeeeee Il 75 eo ecccecececcece 2.50 Oceeeccececeees 35313 
RG crsoteeccoecenss $2) sadeneetaetees PAO. ~cccissseessses 3,514 
Bi ene aene eeetee Ota cesesecenscsex BiGe ecsisesviancees 4,100 
ET NTS BQEGO! seekssuscesenses BIRO” wicavevsss>-o0s 4,100 
Bt reas tesseacsne ss TQS sckadsscsessets BANG, Ueicisers seatess 4,350 

100 2.33 
average. 


* Part of this Table was published with my permission in Stone’s 
article. The relation of the weight to the size of the head was not noted : 
so the weights were not published. 
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ReEsvtts or METHODs. 


It will be also noted that the weight bears a fairly definite 
relation to the size of the head. This is of use in checking the size 
of the pelvis as shown by the author’s rule for the duration of 
pregnancy. As, for example, with a fundal measurement of 35 cm. 
and an occipito-frontal measurement of 11°50 cm. it can be safely 
estimated that the foetus is of normal size, 3,300 grams. In this way 
it is possible to use the fundal measurement and estimated weight as 
a check upon the cephalometry with particular accuracy for the 
purpose of finding this ratio. 

These methods have been in use in my hands for seven years and 
continue to give good results. In all I have measured 84 cases 
before and after delivery. In 60 cases, the occipito-frontal diameter 
was correctly estimated; in 17 cases there was an error of ‘25 cm., 
and in 6 cases there was an error of ‘5 cm.; and in one case there was 
an error of ‘75cm. This last case was not a fair test, as the head 
was well in the pelvis and could not be properly reached. Skill and 
practice are decided factors, but the method is soon learned. 


A Few Setectep Cases REPORTED. 


CASE I. iii-para, 4 years married. First baby still-born after forceps. 
Second baby dead after forceps. Pelvis generally contracted. Diagonal 
conjugate 1125cm. True conjugate 950cm. Fundus and head were 
measured from time to time during last weeks of pregnancy and labour 
induced 24 weeks before term. Fundus 33 cm., occipito-frontal estimated 
11°25. Child weighing 6}lbs. delivered by forceps with an occipito- 
frontal diameter of 11°25. Sixteen months afterwards this woman was 
delivered of a second living baby by induction of labour and prophylactic 
version. She had delayed this time several days over the appointed time 
for induction, with the result that the child was longer than planned. The 
occipito-frontal was estimated at 11'50. Owing to her delay, the child 
weighed 7 lbs. 4 ozs. with 11°50 occipito-frontal and 9'50 biparietal. This 
woman thus had 2 living children after having had 2 dead babies, due to 
her contracted pelvis. 

CaAsE 11. Primipara, age 25, with mitral stenosis and regurgitation and 
flat pelvis with 9cm. true conjugate. Labour was induced when the 
fundus measured 32 and the occipito-frontal as 10°75. This was three 
weeks before the estimated term. She was delivered after an easy labour 
of a child weighing 6 lbs. with a 10°75 occipito-frontal diameter and a 9 cm. 
(as estimated) biparietal. A severe labour would have endangered this 
patient. 

CASE 111. Primipara. Flat pelvis. True conjugate 9. Labour induced 
when the fundus was 34cm. and the occipito-frontal 11°25cm. Delivered 
of a 3100 gram child with an occipito-frontal 11°25 cm. and biparietal 9 cm. 

CASE IV. ii-para. First child dead after forceps. Flat pelvis, true 
conjugate 10. Labour induced at term when she came under observation. 
Fundus measured 38 cm., estimated occipito-frontal 12cm. Delivered after 
a tedious labour of a 4000 gram child, occipito-frontal 12, biparietal 9°75. 

Case v. Coloured primipara. Generally contracted pelvis, true con- 
jugate 95cm. Labour induced when she came under observation. Fundus 
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38cm., estimated occipito-frontal 11°75cm. Delivered by forceps of a 
4000 gram child with occipito-frontal 11°75 and biparietal of 9°25 cm. 

CASE vi. Primipara. Flat pelvis, true conjugate 85cm. Labour in- 
duced when fundus measured 33 cm. and estimated occipito-frontal 11 cm. 
Delivered by medium forceps of 2925 gram child with 11cm. occipito- 
frontal and 8's biparietal. 

CASE vil. v-para. Three dead babies previously—two craniotomies 
and one version. Flat pelvis 8°75 cm., fundus 38°5 cm., estimated occipito- 
frontal 12°.5cm. As it was seen that there was a child too large for the 
pelvis, Caesarean section was done and a baby delivered weighing 4100 
grams and with occipito-frontal 12°5 cm. and biparietal 10 cm. 

CASE vill. Primipara. Generally contracted pelvis, true conjugate 
85cm. Fundus 37cm. Estimated occipito-frontal 12cm. Czeesarean, as 
child was too large. Weight 3750 grams, occipito-frontal 12 cm., biparietal 
10 cm. 


CASE 1X. Primipara. Generally contracted pelvis, true conjugate 9 cm., 
estimated occipito-frontal 12cm. Cesarean, as child was too large— 
weight 3500 grams. Occipito-frontal 12 cm., biparietal 9°5 cm. 


These selected cases give some idea of the course of the measure- 
ments. In all, they have been used in 31 cases of contracted pelves 
as a basis of treatment; five of these cases were Cesarean sections 
in which the measurements were confirmed. 


Triat DESCENT OF THE HEAD INTO THE PELVIS. 


In addition to these methods of measurement, an attempt was 
made to estimate the size of the head in relation to the pelvis. This 
was done by the Munro-Kerr modification of Miiller’s method, and 
consists in attempting to force the head into the pelvis by a grasp 
above, while the lower hand in the vagina gauges the descent of the 
cephalic pole. Munro-Kerr’s modification consists in holding the 


thumb above the brim of the pelvis and with the fingers in the 
vagina. 


ComBINATION oF Mrtrnops NECESSARY. 


By the use of these three methods it is possible to gain a reason- 
ably sure idea as to the size and weight of the child before labour 
and so to form some idea of when labour should be induced and what 
the course of treatment should be. It should be remembered that 
the average-sized child measures 35 cm. fundal measurement, weighs 
3,300 grams and has a biparietal diameter of 9°10 cm., and with this 
as a starting point, the time of induction is easy to reckon for any 
known pelvis. These figures are based upon my own measurements. 
My plan is to measure the foetal head and uterine fundus from week 
to week before labour, and so decide when induction should be done. 
This should be when the estimated biparietal is a trifle smaller than 
the true conjugate. 

These methods require some experience and some patience. A 
combination of the methods gives the best results: he who depends 
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upon one alone will be deluded. The interruption of pregnancy 
need not be earlier than the amount of contraction requires, and the 
child need not be exposed to the risks of unnecessary prematurity. 
It is but seldom advisable to induce labour more than four weeks 
before term as then the child would be below the minimum weight, 
2,500 grams, for good results. A child of this weight has an average 
biparietal of 8cm., the lowermost limit set for induction of labour, 
8cm. true conjugate. 

Watchful attention and careful measurements in the last weeks of 
pregnancy avoid the dangers of prolonged pregnancies and large 
babies because the size and growth of the child is measured and 
recognized. Induction may then be done in time. Large babies 
give more trouble in moderately contracted pelves than does the 
size of the pelvis itself. All normal-sized babies should be born 
through a true conjugate of 9°25 cm., equal to the average biparietal 
diameter, but the big fellows give the trouble. The day will come 
when a ten-pound baby will become an accusation to the accoucheur 
instead of a boast to the parents. 

The head of a large baby is much firmer, harder, and more 
difficult to mould than that of a small baby. This alteration in the 
consistence of the foetal skull of the large child accounts for the 
trouble it causes even more than does the increase of the diameters 
of the head. It is this fact that is responsible to a large extent for 


the success of induction of labour in contracted pelves of moderate 
degree. 


ALTERNATIVE METHODS. 


The treatment of contracted pelvis by other methods shows a 
large mortality. Cesarean section, the popular operation of the 
day, is vaunted as being almost without mortality: yet, a collection 
of 3,000 operations, done under modern aseptic conditions in the last 
20 years, shows a mortality for the mothers of 7 per cent. In this I 
have only included series of 5 or more cases in order that it be sure 
that the operators have reasonable skill. It is true that the greater 
part of the mortality comes in cases in which the membranes had 
ruptured and repeated examinations or attempts at forceps delivery 
had been made, the so-called ‘“ suspect” cases. Thus, in Routh’s 
collection from Great Britain, there was a mortality of 2°9 per cent. 
in the Cesarean sections with intact membranes, and 17°3 per cent. 
in the operation after rupture of the membranes and repeated 
examinations or attempts at delivery with forceps. While this is 
true, the gross mortality of the operation must be considered, and it 
is not fair to pick and choose in regard to the estimation of the 
mortality. 

It is difficult often in reports of Cesarean sections to arrive at 
the correct mortality, so concealed are the deaths by excuses of 
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accident, unavoidable happenings or diseases not due to the opera- 
tion. The true percentage of mortality in any operation is the 
total number of deaths following that operation, and it must be so 
reckoned in order to obtain an exact estimate. Anyone who attempts 
to dig this out from the labyrinth of confused reports and obscure 
tergiversations, has my sympathy. 

However, in contracted pelves of moderate degree with the very 
large percentage of spontaneous deliveries, there is no excuse for 
doing a primary Cesarean section, save when the child is known to 
be too large. Thus, Cesarean sections in the moderate degrees of 
contraction must be secondary operations because the large per- 
centage of spontaneous deliveries in this class makes it only fair 
that the woman should be given an opportunity to deliver herself, 
and thus the delivery, if by section, would share in the larger 
mortality of secondary operations. 

The absolute indication for Caesarean section should be a true 
conjugate through which it is not advisable to attempt pelvic 
delivery. This true conjugate is 75cm. In this class Burger 
gives 9 per cent. of pelvic deliveries, but the child is so small that 
there is not a great chance of its survival. With large children, the 
indication for Cesarean section may be enlarged; but if the case is 
seen in the last weeks of pregnancy and before the child has grown 
too large, induction of labour should always be considered. The 
ease of its performance deludes surgeons into the belief that 
Cesarean section is a simple procedure. 

It must be remembered that the mortality among Cesarean 
section babies is considerable. In the collection of 3,000 cases, the 
maternal mortality was 7 per cent., and the immediate fetal mor- 
tality 4 per cent., with no record of those dying in the puerperium. 
In 197 Cesareans, done in the New York Lying-in Hospital, the 
maternal mortality was 16 per cent., and the late foetal mortality 
18 per cent. So it may be considered that induction of labour in 
selected cases will give as good results for the child and is very 
much safer for the mother. 

The alternative operation of hebosteotomy (pubiotomy) has still 
to prove that it is to be a permanent obstetric procedure. Those 
who are familiar with the literature at the time when the operation 
of symphysiotomy, now abandoned, was saluted with a chorus of 
praise as solving all obstetrical problems, will consider the new 
procedure with scientific caution. Whether pubiotomy is to find a 
permanent place remains for the future to decide. In any case, it 
will be an emergency operation of use when the disproportion 
between the head and the pelvis is found to be unsurmountable 
after a trial of the spontaneous forces. Its use will be in pelves 
with a true conjugate of 7°5 to 85cm. It may be used in conjunc- 
tion with induction in pelves above 8cm. However, in spite of its 
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enthusiastic admirers, the report of 664 collected cases by Schlafli 
makes for caution. The maternal mortality was 4°82 per cent., and 
the immediate fetal mortality 9°18 per cent. The bladder was 
injured in 12 per cent. of cases, and in 4°77 per cent. there was 
permanent incontinence. It is a mutilating operation, and mutilat- 
ing operations in obstetrics should be avoided upon genera] princi- 
ples. However, it will probably be proved eventually that this 
operation, as an emergency operation, will have a place in the 
treatment of the class of contracted pelves which is too small for 
induction of labour and too large for Cesarean section, namely 
pelves from 75 to 8 cm. 


InDUCTION oF LABOUR. 


Induction of labour is done by many methods. The best of 
these is by the insertion into the uterus of the Champétier de Ribes 
rubber bag or hystereurynter. This may be conveniently inserted 
without an anesthetic save in very nervous primipare when a little 
chloroform may be needed. This, however, after skill is acquired, 
is the rare exception. 

The patient should have a dose of castor oil and ten grains of 
quinine the evening before induction. A douche of some non-toxic 
antiseptic which does not coagulate albumen is usually given and 
the vulva is cleansed and shaved as if for operation. The patient is 
put across the bed with her legs upon the operator’s knees, as he sits 
in a chair. The cervix is grasped with a volsellum forceps and the 
os is explored with the finger to see that it will admit the rolled up 
No. 3 bag (9em. long; 7 cm. greatest diam.). The os will usually 
do so; but, if not, it may readily be dilated with the steel dilators. 
The rolled-up rubber bag is then passed along the fingers which are 
used as guides to the uterus and as a speculum by pressing downward 
and backward upon the perineum. The bag is thrust slowly into 
the uterus until the greater part has passed the external os. Care 
should be taken not to rupture the membranes. With the under 
finger held against the closed bag to prevent its being forced out 
and the cervix steadied by the volsellum, the forceps on the bag is 
slowly removed and withdrawn. The bag is then filled with sterile 
water from a large (8 oz. or more) syringe which has been previously 
filled. The bag will then slip away from the sustaining finger and 
pass into the uterus. A sterile lubricant is a useful adjunct and 
makes the manipulation less painful. The whole procedure may be 
easily done alone if the operator is skilful in doing three things at 
once and has a short-handled tenaculum which may be managed with 
one hand. Some prefer to insert the bag through a Goodell’s bivalve 
speculum, but the fewer instruments in the vagina, the more room. 

The danger of the induction is prolapse of the cord or an arm 
following upon rupture of the membranes. This accident will be 
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rare if the head is not displaced while the bag is rolled up, but, the 
bag placed against the head and allowed to raise the head by pres- 
sure of the water. In this way, if the head is displaced, the room 
is immediately taken by the filled bag and the cord cannot come 
down. 

The bag is filled until it is tense which is judged by the finger 
placed at the os, the tube is tied and protected by a sterile towel. 
The patient is then allowed to walk around and pray for labour pains. 

Labour begins in a very variable time. If the uterus is tense 
before the bag is inserted, labour often begins within an hour or | 
two, but if the uterus is lax, labour is often delayed and postponed 
some time. The bag may be pulled upon every half hour or so, but 
it is not advisable to tie any weight to it. The average time before 
pains begin is about six hours. 

A recent discovery of the specific effect of the extract of the 
pituitary gland upon uterine contraction promises to be an aid in 
stimulating labour pains. Stern and other German writers report 
that pituitrin in hypodermic doses of 0°5 to 1c.c. and repeated, if 
necessary, has no bad effects, and has a distinctly stimulating effect 
upon uterine contractions. I have only used this in a few cases so 
far, but, from the German reports, it promises to be useful. 

Other methods of induction are used by other operators. Various 
shaped bags have been devised, but none are as satisfactory as that 
of de Ribes. Those bags depending upon the hydrostatic pressure 
itself for the dilatation are dangerous. The insertion of a bougie 
has many advocates. Kroemer, in a report based upon 92 cases, 
found that birth took place 24 to 48 hours after the bougie and only 
15 hours after the de Ribes bag. 

The bougie should be kept for cases in first months of pregnancy 
where labour is induced for systemic disease and a viable foetus not 
expected. The use of a large bougie or small rectal tube only 
accentuates the disadvantages of the instrument. v. Herff advises 
rupture of the membranes alone for induction, and reports good 
success in 100 cases. The average length of labour was 26} hours. 
Contractions began within 12 to 24 hours. Only seven of his 100 
women had slight fever; one died from uterine rupture, following 
version. 





Furtuer Course or LApour. 


After the pains have begun and the bag has been expelled into 
the vagina, it should not be removed too soon as its presence in the 
vagina seems to excite contractions. The attitude of the obstetrician 
should be one of expectancy. Forceps delivery should not be 
attempted until the head is well within the pelvis. The use of 
forceps to drag the head into the brim and overcome bony resistance 
is associated with a high foetal mortality. Version, so-called “pro- 
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phylactic version,” is suitable to a very few cases of flat pelves and, 
unless done in carefully selected cases, is accompanied by a high 
foetal mortality. Having induced labour the best thing to do is to 
wait patiently until the child is born or until some very decided 
indication for the life of the child requires version or forceps. But 
expectancy gives the best results. Munro-Kerr, for example, reduced 
the fetal mortality of forceps in contracted pelves in his clinic from 
27 per cent. to 4 per cent. by making a rule that there must be very 
decided indication for hastening the delivery. 

If these precautions are taken and these rules followed, induction 
of labour will be found a very satisfactory operation, provided the 
child may be watched and labour induced at the most auspicious 
moment. It will be found particularly satisfactory in women who 
have a tendency to have large children and who have lost their first; 
but it will, if intelligently advised, be equally useful in primipare. 


ConcLusIon. 


Induction of labour is suitable treatment in contracted pelves of 
moderate degree provided the size of the baby be estimated by 
measurements of the uterine fundus and fetal head and by the 
relation of the foetal head to the pelvis. 

Labour may then be induced at the most suitable moment so as to 
get the largest sized baby that will pass the pelvic strait and avoid 
unnecessary prematurity. It is essential that cases be examined at 
least four weeks before the expected labour in order to estimate the 
proper time for induction. 

The lowest limit of pelvic contraction, suitable for treatment by 
induction of labour, is 8cm. true conjugate, as this will allow the 
birth of a 2,500 gram (53 1b.) baby with an average 8 cm. biparietal 
diameter. This weight of baby avoids the dangers of unnecessary 
prematurity and has a mortality but little more than the average. 
Better results are obtained with pelves larger than this, but this is 
the lowest limit. 

If the child is measured in all cases by the methods of the author, 
the dangers of prolonged pregnancy and overweight babies will be 
avoided, because they will be recognized and may be treated. 

Cesarean section has a mortality in 3,000 cases of 7 per cent. 
and should be reserved for cases with pelvic contraction through 
which it is not advisable to have a baby pass (below 8cm.), or to 
cases in which the child has already grown too large to pass through 
the moderately contracted pelvis. In these cases it may be done as 
a primary operation and the mortality reduced. 
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Fig. 1. Author’s rule for the duration of pregnancy. The height of 
the uterus in centimetres divided by 34 equals the duration of pregnancy 
in lunar months. 

Fig. 2. Perret’s method. 

Fig. 3. Author’s method of measuring the fcetal head before labour. 





















































Nddory: Decapitating Ecraseur 


Kezmarszky’s Decapitating Ecraseur. 


By Dr. Béta Ndpory. | 


Ar the meeting of the Gynecological Association of Dresden on Feb. 
16 1911, Herr Oberarzt Dr. Richter spoke of the use of the Rhachio- 
tome in cases of neglected transverse position, and in mentioning 
Kézmarszky’s wire-écraseur, said: ‘The necessity of developing 
decapitating instruments to a high degree of perfection led to the 
construction of Kézmarszky’s wire-écraseur. The disadvantage of 
this wire-écraseur consists mainly in the difficulty in applying the 
instrument, which in certain cases may even be insuperable. 
Ribemont-Bong, therefore, a few years ago constructed a similar | 
instrument with two sling conductors fitting into one another, by 
which first a Gigli-saw, and afterwards a surgical chain-saw was 
passed. In spite of its recommendation by Déderlein, it is evident 

\) 

\ 

i 


that this instrument has many disadvantages, and it, too, is difficult 
to introduce.” [Centralblatt f. Gyn., 1911, No. 23.] 

As assistant physician in the obstetrical department of the late 
Prof. J. Elischer, in St. Rokus Hospital, Budapest, I employed 
Kézmarszky’s wire-écraseur in seven successive and unselected cases 
of neglected transverse position. Three papers written by me have 
been published, but only in the Hungarian language [Gyogydszat, 
1902, 1; Orvosi Hetilap 1904; Gynackologia, 4; Budapesti Orvosi i 
Ujsdg, 1911; Sziil. és Négydgy, 2]. For this reason I take the 
liberty of submitting my experience, together with my modification 
of the wire snare, to the wider circle of this Journal’s readers. I 
must remark, that, since I left the hospital and took up obstetric i 
practice in Budapest, I am glad to say that no other case of neglected 
transverse position has occurred in my practice. So, owing to the 
good training of our midwives, I cannot produce any additional 
cases in this present paper. Moreover, transverse positions are not 
very frequent; not even in hospital practice, although the most 
difficult obstetric cases are brought in from outside. In St. Rokus 
Hospital, for instance, we had (during my five years of service) the 
following numbers : — 


Neglected transverse 
Number of Transverse positions positions 
Year. Parturients. Versions. Decapitations. 


eooseceeseesese§ L2G  — coscecsceceeees  F = weeneeesvevsece 
seccsececeseses LOZ 4 = caecccececceess QD easeececseeceee 
seeeereceseeese L294  — caccecccsvveeee LS — seceevacseveses 
woecsceeccecosee LL ZO = cacceecccccseee 26 = ceeverecccvesee 
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Seven cases of these neglected transverse positions were operated on 
by me; the others I did not see. In all of them I could reach the neck, 
and so only decapitation was done; the trunk never lay so low that 
I was obliged first to perform evisceration. In one case of delayed 
transverse position, when the parturient woman had come on foot 
the greater part of the way from a neighbouring village to our 
hospital, with the arm of the living foetus projecting, I did abdominal 
Cesarean section, as the performance of version, even under 
anesthesia, was impossible. Mother and child recovered and left 
the hospital after 14 days. 


The obstetrical records of the seven decapitation cases are as 
follows :— 


Case 1. T.R. [No. 2989], aged 25, 3-para, was admitted to our depart- 
ment on January 8 1901, at 3 o’clock a.m The two previous 
deliveries had been normal. She was now at term with a living foetus in 
the second dorso-posterior position. On admission the os was three 
fingers’ breadth ; the membranes unruptured ; anterior part : the right arm, 
wedged in deeply. Measurements: Sp. 25, Cr. 29, Ext. conj. 20cms. One 
hour later, at 4 o’clock a.m. the membranes burst, and the anterior arm 
prolapsed through the almost fully dilated cervix. An attempt at version 
under anesthesia failed, for the walls of the uterus grasped the foetus 
firmly after the escape of the small quantity of liquor amnii. Meanwhile 
the faetus died. I performed decapitation by means of Kézmarszky’s 
écraseur. Embracing the neck with the thumb and the forefinger of the 
left hand the wire loop of the instrument was successfully passed from 
before backwards, and on joining the two ends ‘of the wire loop to the hook 
of the screw, decapitation was accomplished in less than 5 minutes. The 
delivery was then concluded in the usual manner; the body was extracted 
by the projecting arm, and the head was expressed by external pressure 
and by means of two fingers hooked into the mouth. The infant weighed 
3200 grm. The mother left the hospital on the 8th day. 


Cask ul. E.E. [No. 7056], aged 32, 4-para, was brought to our depart- 
ment on May 26 1901. The three previous deliveries had been normal. 
This was a twin-pregnancy. On the 26th of May at 1 o’clock a.m., she had 
been delivered spontaneously of a living infant at home. In the early 
morning hours a second bag of membranes ruptured and an arm prolapsed. 
The general practitioner had the woman brought from her home in the 
suburbs to our department, where she did not arrive till about noon. The 
woman was blanched and rolled about restlessly; pulse thready. The 
uterus was inclined to the left, the fundus 3-4 fingers’ breadth below the 
ribs, where the breech could be palpated, whilst above the pelvic brim and 
deviated to the right, the head could be felt. The labia majora and minora 
were cedematous and swollen to the size of a fist. The livid and swollen 
left hand and lower arm of the foetus, together with the severed and tied 
cord about 20cm. in length, projected from the vagina. From the vagina 
dark blood flowed from time to time and in considerable quantity. Uterine 
contractions were absent. The case was one of neglected transverse posi- 
tion (second dorso-anterior) with ante-partum bleeding. Subcutaneous 
injections of physiological saline solution, camphor and ether were admin- 
istered, and decapitation performed with Kézm4rszky’s écraseur. The 
operation was carried out just as in the preceding case; the severing of the 
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neck required barely two minutes. Weight of the foetus 3000 grm. The 
separation, as in the first case, was through the cartilage between the 6th 
and 7th vertebrze with quite a clean section. On delivering the foetus, I 
removed the placentze at once as they lay completely separated. The walls 
of the uterus were quite intact, but relaxed and not contracting. Hot 
uterine irrigation and massage produced some feeble contractions, but the 
woman sank and died at 1 o’clock. The acute aneemia and in consequence 
the death of the woman was caused by the untimely separation of the 
placentae which were normally inserted. That it was neither placenta 
preevia, nor rupture of the uterus ‘was established by the post mortem 
examination; the only cause of death was the extreme anzemia. 


CasE 11. F.S. [No. 15835], aged 22, 2-para, was admitted on May 9 
1902. First parturition two years before, normal. Sp. 26, Cr. 29, Exter. 
conj. 20cms. Last menstruation at the end of July of the preceding year. 
The present is a twin-pregnancy with living infants. The first was born 
spontaneously in the first vertex position; 49 cm. long, a female, weighing 
2100 grin.; circumference of head, 33cm. This delivery was immediately 
followed by rupture of a second bag and prolapse of the right arm of the 
second foetus (second dorso-posterior position). An attempt at version 
under anesthesia was unsuccessful; meanwhile the placentze became so 
far detached that they could be felt at the breech of the foetus which was 
now dead. Therefore decapitation was done with the Kézmarszky écraseur. 
The introduction of the wire loop round the neck was successfully per- 
formed as in the previous cases and decapitation accomplished in 2-3 
minutes in spite of the fact that the neck was high and a considerable 
part of the right shoulder lay in the axis of the pelvic cavity, so that the 
right scapula was also embraced in the snare and divided with the neck. 
The body was extracted by traction on the projecting arm; the head was 
grasped and pulled out by the neck and stump of the shoulder. The 
infant was a female, and weighed 2100 grm. The placentze were removed 
by Credé’s method. The woman was dismissed with her infant on the 
8th day. 


Cask Iv. D.J. [No. 28656], aged 30, primigravida. She was admitted 
to the hospital on Oct. 4 1902, at the end of pregnancy with labour already 
started. Twin-pregnancy with living infants. Sp. 27, Cr. 29, Ext. conj. 
19.5 cins. On the saine day at noon the membranes ruptured with the os 
only admitting one finger; a left hand lay in front. An attempt at version 
by the Braxton-Hicks method failed, as the presence of the other child 
caused difficulty. In the evening at 7 o’clock the os admitted three 
fingers; the left hand was pressed to the front of the vulva by strong 
pains; the corresponding infant lay in the first dorso-posterior position, 
the cord also prolapsed and was not pulsating. For this reason, decapita- 
tion under anesthesia with Kézm4rszky’s écraseur was done. The 
operation and the subsequent extraction of the foetus was accomplished 
in the typical manner. The female infant weighed 2100 grm. and had a 
skull circumference of 31cm. The second foetus also lay in the first dorso- 
posterior position; it was extracted by version by traction on the left foot ; 
the arms were loosened by Miiller’s method, and the head delivered by the 
Smellie-Veit method. The livid and asphyxiated female infant soon com- 
menced to cry after a short application of the usual skin stimulation. 
Weight 2750 grm., length 51 cm., circumference of head 33cm. Mother 
and child left the hospital on the 8th day. 
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Case v. R.J. [No. 18904], aged 44, 13-para. First parturition 24 years 
before, last one 3 years before, all normal. On the 6th of June 1903, at 
2 o’clock p.m., the labour began at term at home in a village several hours 
distant from here. At 6 o’clock p.m. the midwife called for the assistance 
of a physician, but what had been done we could not learn from the 
relatives. About midnight the parturient woman was transported by 
carriage to our department. Blanched and almost unconscious, pulse 
thready; no outward bleeding: the swollen, livid arm of the foetus pre- 
sented at the vulva. On abdominal examination the vertex was felt on 
the right, the trunk on the left, and the relaxed, soft body of the uterus. 
In the vagina were some large blood-clots. Second dorso-posterior position, 
and rupture of the uterus. Decapitation with Kézmarszky’s écraseur was 
performed without any difficulty whatsoever, in the manner described 
above; the whole procedure being concluded in 2-3 minutes. The placenta 
was separated from the left half of the fundus; death occurred in spite 
of infusion and analeptical injections. The infant, a male, weighed 3450 
grm. In the posterior right quarter, at the level of the internal os, there 
was a complete rupture of the uterus 3-4 fingers’ breadth wide. 


Case vi. L.T. [No. 34172], aged 33, 4-para. First labour eight years 
before; all normal. On the 6th of Nov. 1903, the woman came to our 
department in the 7th—8th month of her fourth pregnancy. Living infant 
in the first vertex position. Sp. 24, Cr. 27, Ext. conj. 19 cms. Two years 
before she was treated for polyarthritis in hospital. For two weeks she 
had suffered from palpitation of the heart, and shortness of breadth. The 
lower extremities and abdomen were very cedematous. The urine showed 
0.5 per cent. albumen (Esbach): pulse 116—120, arythmical; marked 
cyanosis and dyspnoea. Diagnosis: Insuffic. aorta Stenos. ostii venos. 
sin. Rest in bed, digitalis, etc. In 5-6 days the heart improved, but in 
the following weeks repeated attacks of failure of compensation occurred 
several times ; but in spite of them the woman would not consent to labour 
being induced prematurely. The cedema of the labia increased so that 
they were swollen to as big as two fists, and on Dec. 21st 1903, scarification 
had to be done. On the 1st of Jan. 1904, early in the morning, the labour 
commenced ; the foetus lay now in the first dorso-posterior position. At 
11 o’clock a.m. the membranes ruptured with the os admitting four 
fingers; prolapse of the left arm. Violent and frequent pains; deep 
cyanosis; uncountable pulse. Version was attempted, in light Sudeck- 
narcosis, with the left hand, but failed, as the uterus grasped the foetus 
firmly. The cord, compressed between the foetal shoulder and the sym- 
physis, ceased to pulsate. Therefore decapitation with Kézmarszky’s 
écraseur was performed ; and in order to spare the woman and also to save 
time, I grasped the neck of the foetus with two fingers of my left hand 
which was already in the uterus (i.e., not with the hand corresponding 
with the head). On this occasion an old, much-used and no longer elastic, 
wire snare was employed, but with it I failed to encircle the neck even 
after attempts for nearly 10 minutes, as the soft wire bent and turned off 
and could not be pushed forward in the desired direction. But, when I 
changed hands and wire, and grasped the neck with the right hand 
corresponding to the head, the whole operation succeeded, as quickly and 
simply as in the previous cases. The extracted female foetus weighed 
2800 grm. After the delivery the woman woke up with clear consciousness 
at once. The heart continued uncompensated for some days, in spite of 
suitable therapeutic measures. From the fourth day on, there was a 
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nightly rise of temperature with a maximum of 38.5° C., caused, probably, 
by the necrosis of the cedematous vulval mucous membrane. On the oth 
day an attack of suffocation suddenly occurred, to which the woman 
succumbed in a few minutes. The obduction established the former 
diagnosis of heart-failure; and, in addition: Endocardit. chronic. fibrosa, 
hypertrophia et dilatatio atrii sin. et cordis dextri; thrombosis auricule 
Sin. cyanosis et hydrops univers, 


Case vil. Zs.M. [No. 17784], aged 28, 7-para. First labour nine years 
ago, last one two years ago; all normal. Labour commenced early in the 
morning of June 3 1904, at term. In the evening the membranes ruptured 
but the labour did not proceed. On June 5th, between 4-5 o’clock a.m., 
an arm prolapsed whereupon the woman was brought to our hospital (by 
carriage, from the same place as Case v). Arriving here at 11 o’clock in 
the forenoon the fundus of the uterus was found, with the breech of the 
foetus, under the ribs on the left side; above the pelvic brim to the right 
and immediately beneath the abdominal parietes was the vertex. At the 
vulva lay the left arm of the foetus, swollen, livid, and in places excoriated, 
and a loop of cord which was pulseless. The left shoulder was firmly 
wedged into the pelvic cavity. The strongly extended neck was found at 
the symphysis in the middle line. Temperature 38.2°C., pulse 112. 
Second dorso-anterior transverse position. Under anzesthesia, decapitation 
with Kézmarszky’s écraseur, Some difficulty was experienced in embrac- 
ing the neck with the thumb and forefinger of the left hand, partly, 
because the wedged-in trunk occupied so much room, but chiefly, because 
the neck, being pressed against the symphysis, hindered the movement 
of the hypothenar muscles. The extracted foetus was a female and 
weighed 3000 grm. 

It was now discovered that the uterus for three-quarters of its extent 
was torn from the fornices, and was connected with the vagina only by 
its posterior left quarter; the laceration was continued into the right 
parametrium. Slight bleeding; uterus well contracted. Douche and 
iodoform tampon. This treatment, repeated on the following day, did not 
lower the rising temperature. Septic peritonitis rapidly developed, and 
on the 7th of June, at noon, the patient died. At the post mortem, 
symptoms of fully developed sepsis were found, besides the rupture 
posteriorly and to the right. 


Thus, four women died in these seven decapitation cases. But 
it is evident from the above descriptions that all of the four women 
were in such a desperate condition at the time of operation (ii. acute 
anemia; v. ruptured uterus, anemia; vi. heart disease; vii. kolpor- 
rhexia, sepsis) that this result can by no means be attributed to the 
method of operation, much less does it discredit the instrument used. 
The instrument never caused any delay in the operation nor the 
slightest injury to the parturient woman. The injuries and diseases 
causing death were present before the operation, 

The Kézmarszky decapitating écraseur, invented and constructed 
by the late Prof. Th. v. Kézmarszky, was first employed April 13 
1882, at his University Clinique, in a case of neglected second 
transverse position brought in from outside, with ruptured uterus 
and diffuse peritonitis. The instrument on the experience of this 
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case was described, first, by Dr. J. Mann (at that time assistant at 
the clinical hospital, now director of the Midwives Training School 
at Szeged) in the Centralblatt f. Gyn., 1882, No. 21. The encircling 
of the neck was accomplished “surprisingly easily and quickly,” and 
the écraseur effected quickly “ the separation of the neck, producing 
with ease and without danger, a clean cut surface.” The male 
fetus was 53cm. long, 3500 grm. in weight. The whole operation 
required about 30 minutes (although evisceration had first to be 
done). 

On the 28th of March 1885, Dr. Szabé (at that time assistant 
at the clinical hospital and now University professor at Kolozsvar) 
reported, at a meeting of the Royal Medical Association of Budapest, 
the second case of decapitation by means of this écraseur (Orvosi 
Hetilap, 1885, No. 16). On this occasion Szabé said that this was 
the least dangerous procedure for the mother, and he recommended 
it for general practice as the simplest method of decapitation. 

In the year 1888, Dr. R. Temesvary (now University lecturer and 
primarius) demonstrated the excellence of the Kézmarszky écraseur, 
at the sixth session of the Verein Deutscher Gynekologen, at Halle 
(Verhandlungen 1888). 

Besides these three records in the literature, mention is made 
of the wire-écraseur in a paper on Decapitation (Orvosi Hetilap, 
1897, No. 38) by Dr. G. Engel, Professor of the University at 
Kolozsvér, with these remarks: “The application of the wire- 
écraseur is difficult, z.¢., the passing of the wire round the neck quite 
apart from the question of skill, requires so much room that if that 
is sufficient for this purpose version may still be attempted ..... 
The encircling of the neck with the stiff wire is nearly impossible, 
or it takes much time. For this reason this instrument is useless 
for general practice.” On the other hand, decapitation of the neck, 
fixed with the Braun hook, and performed with Siebold’s scissors, is 
commended as “the simplest procedure!” I do not know on what 
experience Prof. Engel founds this criticism, as he does not mention 
any case to illustrate it. He appears scarcely to have tested the 
instrument himself, or to have applied it in the proper manner, for 
it is inexplicable to me how a person can say that the passing of the 
wire requires much room, and, on the other hand, under the same 
conditions, he finds sufficient room for the introduction of Braun- 
hook plus Siebold’s scissors. The experience of many of us proves 
how invalid this criticism is. I mention this paper only for the 
sake of completeness and historical accuracy. 

The Kézmarszky decapitating écraseur (price 23 Kronen, sold by 
Garay S. és T. in Budapest, Kossuth L. u.l.) consists of two parts 
(weight 300 grm.), z.e., a wire loop for cutting the neck, and a screw- 
apparatus to control the wire. The instrument can be taken to 
pieces for cleaning. The screw-apparatus is a strong metal tube 
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35cm. long, 15cm. in diameter; along the front there is a slit in 
length 21cm. and width 3mm. In the tube there is a screw-thread 
of the same length to which a hook, lcm. high and 2 cm. long, is 
attached with its point bent towards the lower end of the apparatus. 
By turning the screw to the right or left, the hook will be moved 
downwards or upwards along the slit. The screw is worked by a 
metal handle, 10cm. long and lcm. in diameter, fixed transversely 
to the lower end of the instrument. A similar but immovable 
metal handle is attached to the metal tube between the middle and 
lower thirds of the apparatus, so that it can be held by the left hand 
while the screw is turned in order to move the wire snare. By 
turning the screw from right to left the hook is moved to the upper ’ 
end of the instrument, from left to right it is returned to the lower 
end. At the far end there is a slot to keep together the ends of the 
wire. The decapitating wire is a steel piano-string, 52cm. long; 
its ends are made into loops of 3cm. length and 2m. width, these 
two loops will be attached to the hook of the screw-apparatus after 
the wire has been passed round the neck of the fetus. (Fig. 1.) 

In order to pass the wire round the neck of the foetus, the hand 
corresponding to the head is passed into the cavity of the uterus. 
The neck is embraced by the thumb in front and the forefinger 
behind, so that the two finger-tips come in contact, and then the 
straightened wire is grasped about the middle and introduced with 
its looped end first into the vagina; it is then carried upwards along 
the anterior surface of the neck till it reaches the forefinger-tip. 
The forefinger is slipped from above into the loop, which is then 
pulled down the posterior surface of the neck, and the hand together 
with the wire-sling withdrawn from the vagina and outside vulva. 
Then both loops are attached to the hook of the screw apparatus (the 
hook having been screwed up first to the upper end) and the wire- 
ends inserted into the slot so that they are kept together. Holding 
the instrument with the left hand by the upper handle, the lower 
screw handle is turned by the right hand from left to right so that 
the hook, to which the loop ends of the wire are attached, moves 
downwards, pulling with it the wire-sling. As the wire is tightened 
it cuts through the soft parts of the neck till it slips between two 
vertebra of the neck, and severs the vertebral column. The actual 
performance of this operation is simpler and shorter than this tedious 
and circumstantial description. 

The trunk of the fetus is then extracted by the prolapsed arm, 
and the head by the method best suited to the case. 

I will not recount the great and manifold disadvantages of other 
decapitating instruments. They have been discussed often and from 
many quarters. I would like only to mention that the hook and 
other decapitating instruments of that kind necessitate strong and 
prolonged traction on the fetus whereby the lower uterine segment 








96 Journal of Obstetrics and Gynecology 


is strained in a dangerous manner. The sharp, cutting instruments, 
on the other hand, are worked in the dark and uncontrolled by the 
eye, and may cause dangerous injuries to the surgeon as well as to 
the parturient woman. Kiistner’s rhachiotome might perhaps be 
a suitable instrument if it were not so clumsy and complicated to 
use, besides being sharp and liable to produce injury to the maternal 
parts. 

Kézmarszky’s wire-écraseur is simple and easy to operate; it 
performs its work safely and completely in a few minutes. When 
the wire is once round the neck we need not leave the hand any 
longer in the uterine cavity, for the snare embraces only the neck 
of the foetus and no maternal soft parts can be included; and when 
we tighten the screw nothing except the neck can be cut. The wire 
cannot slip off, for it lies in the curve of the neck and being attached 
by its two ends to the hook on the screw it fits the neck like a ring. 
The decapitation is accomplished without any traction on the foetus 
and consequently without any dragging on or stretching of the 
uterus, for no sawing movements are required. The neck is in 
contact with the upper end of the instrument during the section, 
and so neither pressure nor stretching nor dragging is caused by the 
instrument. Without any pulling and just by holding the apparatus 
in the right position the head is separated from the trunk in a few 
minutes by tightening the wire. 

I employed the wire-écraseur in all my seven cases, and succeeded 
with ease and without delay in passing the wire round the neck and 
cutting through it. And these seven successive cases cannot be 
regarded as specially simple cases. Cases iii and vii were rather 
difficult on account of the high position of the neck; in the former 
the scapula was severed with the neck. Only two of the decapitated 
foetuses were small, each of them 2100 grm.; the rest were mature 
with weights of 2800, 3000 and up to 3450 grm. 

In introducing the wire it must be slowly and gently passed, 
and must be so directed by the external hand that the interior loop 
shall be in constant touch with the thumb. It is quite superfluous 
and even harmful, though it has been suggested by some obstetri- 
cians, to pull down the neck with the Braun-hook so as to bring it 
into easier reach for passing the wire snare. But when we are able 
to get the fingers round the neck in order to introduce the hook, we 
can with equal ease apply the wire. If the neck is pulled down by 
a hook, the lower segment of the uterus is stretched and endangered, 
and this is just what we want to avoid by the employment of the 
écraseur. Different additions to, and modifications of, the wire 
snare have not proved helpful, such are the curved tubes, string with 
lead ball attached to the loop, etc. 

The sole difficulty in this operation is that of working the wire 
on to the posterior surface of the neck. In order to meet this I 
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modified the loops of the wire in such a manner that their transverse 
diameter is not the original 0°'5cm., but 20cm., and their long 
diameter 30cm, so that it is easier to hook in the forefinger and 
pull down the wire. In order to facilitate its introduction, I have 
contrived another modification, viz., a metal ring which is applied 
to the tip of the thumb. On the flexor surface of this ring there is 
a slot into which the loop of the wire-sling may be accurately fitted. 
The application is apparent. This ring is applied to the tip of the 
thumb of the hand which is to be introduced into the vagina (the 
ring is fastened by a silk thread tied to the wrist and the loop of the 
wire snare is fitted into the slot in the ring). (Fig. ii.) The wire 
is then passed on to the neck of the foetus with the hand and thus 
it cannot deviate aside or be removed from the forefinger tip,— 
which, until now, has been the greatest difficulty to those few persons 
who have tried the instrument. When the thumb and forefinger 
are round the neck, the wire snare is pushed upwards by the external 
hand, and this makes the loop of the wire leave the slot, and it may 
then be grasped and pulled out by the forefinger with great ease. 
(Fig. iii.) The ring is removed from the thumb when the hand is 
withdrawn and the loops attached to the hook. But I always 
succeeded even without this in introducing the wire snare. I hope 
that by these two modifications of mine, 2.e., the enlargement of the 
wire-loop for the forefinger, and the ring for the introduction of the 
wire, I have perfected the decapitating écraseur so that its applica- 
tion will be found easy and safe by everybody. 

Especially in cases where rupture of the uterus is threatened or 
has occurred the decapitating écraseur can be employed without 
danger. When the wire-loop is once round the neck it is no longer 
necessary to keep the hand in the uterus, as with other decapitating 
instruments. The apparatus is held by both hands outside the 
vulva, and there is no danger of hurt to the maternal parts as the 
wire embraces only the neck of the fetus. Decapitation is accom- 
plished in a few minutes, safely and completely, without dragging 
on the neck of the foetus, or stretching the lower segment of the 
uterus. The surface of the section of the neck is smooth, without 
any bone splinters as the wire snare always cuts between two verte- 
bree and through the cartilage. Consequently there is no danger of 
injuries to the soft parts, and there is no need for prolonged or 
repeated manipulations inside the uterus,—advantages which can 
be secured only by the application of the wire-écraseur. 

In cases ‘of neglected transverse position where the neck is 
markedly extramedian, and part of the trunk only can be reached 
in the mid-line of the pelvis, evisceration is performed in the first 
place by means of Naegele’s perforator and strong polypus forceps, 
or with the help of the fingers. When the empty trunk collapses 
the neck comes into the middle line where it can be reached easily 
by the fingers and the wire snare slipped over it. 

7 








Journal of Obstetrics and Gynecology 


REVIEWS OF CURRENT LITERATURE. | 


Unper Cuarce or Earpitey Horzanp, M.D. 


LIST OF COLLABORATORS : 


Lonpon. Alban Doran, F.R.C.S.; 8, Jervois Aarons, M.D.; J. Barris, 
M.B.; C. White, M.D.; J. A. Willett, M.D, ; J. Wyatt, F.R.CS. 

EpinsurcH. Miss J. H. Filshill; R. W. Johnstone, M.D.; James 
Young, M.D, 

Giascow. E, H. L. Oliphant, M.D. 

ABERDEEN. W. R. Pirie, M.B. 

BirmincHaM. Frederick Edge, M.D.; H. B, Whitehouse, M.S. 

Mancuester. W., Fletcher Shaw, M.D. 

Suerrietp. W. W. King, M.B. 

CueitennaM. C, J. N. Longridge, M.D. 


Perforating Sigmoiditis. 

PauCHET (Revue de Gyn., Dec., 1911) states that this condition is 
predisposed to by the presence of diverticula in the sigmoid. They are 
usually on the free border of the sigmoid and when feeces get into them, 
they are very liable to cause gangrenous inflammation. He distinguishes 
the following forms :— 

(1) Asthenic. This is usually found in aged or debilitated patients, 
whose resistance is low. They usually collapse and die in a few hours 
and the diagnosis is made at the autopsy. 

(2) Very acute. This is comparable to acute appendicitis. The patient 
has local pain, vomiting, meteorism and symptoms of general peritonitis. 

(3) Acute. This is comparable to a case of perforation of any other 
organ followed later by peritonitis. 

(4) Subacute. With formation of local abscess. 

(5) Occlusive. With symptoms of intestinal obstruction. 

Pauchet discusses the treatment which is on the lines usually laid down 
for perforation of the vermiform appendix. He then gives details of three 
cases under his observation. C.W. 


The Surgical Treatment of Sterility in Women. 

F. J. McCann (Lancet, Jan. 27th 1912) discusses the various operative 
procedures for this trouble, viz., curetting, division of the cervix, the 
treatment of uterine displacements, and gives a long account of the 
operation of double salpingostomy in those cases where the abdominal 
ostium of the Fallopian tube has been sealed by previous inflammation. 
He describes his own modification of this operation and reports some very 
successful cases, remarking that it must be combined with ventral suspen- 
sion of the uterus to be successful, and showing that in one case where he | 
had to operate two years later the newly formed ostia still remained patent. 





J.M.wW. 
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Adrenal Tumours of the Pelvic Viscera. 

ALAMARTINE and Maurizot (Revue de Gyn., Jan. 1912) give 25 pages 
to this subject. They give details of one case of their own, where an 
adrenal tumour as large as a big orange was found starting between the 
layers of the right broad ligament. It had infiltrated the bladder in front 
and the tube above. The ovary was enlarged with secondary deposits. 
The uterus was the seat of a big fibroid and the patient was fifty-six years 
old. 

The adrenal tumour was soft and friable, its colour light yellow except 
where haemorrhages had occurred into it. There are reproductions of the 
microscopic appearances of the tumour in the article. The metastatic 
growths in the cortex of the ovary are also shown. No adrenal cell-masses 
were found in the uterine fibroid itself. 

The first observation on the existence of these tumours was by Weiss in 
1878. They also give abstracts of 9 other cases which they have found 
recorded. The position of the adrenal tumour in the cases they quote is 
as follows :—right broad ligament [Weiss, Pick], broad ligament and ovary 
[Sternberg], ovary [Peham, Gaudier, Gardner and MacCleary, Vonviller], 
both ovaries [von Rosthorn, Scudder]. The ages in the recorded cases 
vary between 4 years and 49. The majority are on the right side. [The 
adrenal vaginal growth recorded by Alban Doran in this Journal, June 
1907, is not mentioned by the authors. ] 

The rest of the article contains an account of the development of the 
suprarenal gland and shows how close a relation the cells which go to 
form part of the suprarenal gland have with the cells which. are forming 
the kidney, genital gland and liver. 

The part of the suprarenal which forms malignant ‘ rests ”’ is almost 
always the cortical cells, tumours of the chromaffin cells are extremely 
rare. They explain the broad ligament tumours as being due to the 
presence of Wolffian remains in the broad ligament, and similarly the 
ovarian growths may originate from the Wolffian remains in the hilum; 
the close connection between the Wolffian body and the developing supra- 
renal gland is obvious. 

Regarding the malignancy of these growths, the histological findings 
are not of much value as tumours formed of apparently normal gland 
substance are often of high malignancy, and in the majority of the cases 
quoted recurrence ensued. The prognosis in ovarian tumours is better 
than in those starting in the broad ligament. Dissemination is by the 
blood stream. C.W. 


Absence of Vagina and Uterus: Ovaries in Inguinal Canals: Pel- 
vic Kidney. 

CULLEN (Surgery, Gynecology and Obstetrics, July 1910) operated on a 
girl aged 17 believed to be the subject of imperforate hymen and double 
inguinal hernia which had developed within the last five years. There had 
been periodical flushings and headaches for over three years and as no 
show of blood had ever been seen, the patient was examined and atresia 
detected. The mammez were ill-developed, the urethra was normal but a 
minute depression was the sole indication of any vagina. An oval mass, 
filling the right side of the pelvis, was defined on rectal exploration. It 
was believed to be a distended uterus or vagina. Cullen separated the 
bladder from the rectum for five inches and then found that the mass was 
a solid body or at least not a pure retention cyst. An abdominal incision 
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was nade and the following anomalies discovered, they are represented by 
the author in an illustration. The uterus was absolutely wanting, the 
bladder and rectum and an abnormal body were the only organs in the 
pelvic cavity. That body was the right kidney; its hilum, on its inner 
or left side, was distinct. It was about half as large again as a normal 
kidney and lay outside the peritoneum. The left kidney was absent. The 
right ovary, quite normal, and the Fallopian tube, excepting the fimbriated 
end which was intra-abdominal, occupied the corresponding hernial sac. 
The right round ligament projected into the abdominal cavity through the 
internal ring as a conspicuous loop, both its extremities lying in the canal. 
The ovarian vessels came from the usual source and the utero-ovarian 
vessels passed with the tube into the canal. The left round ligament 
appeared like a little bud projecting into the abdomen from the internal 
ring. It could be drawn out much further and was found to form a loop 
with both ends in the canal, like its fellow. The left sac contained a mass 
which bore all the characters of an ovary. The parts were closed, the 
tissue between the rectum and vagina brought together and a small drain 
inserted; the patient recovered. Polk in 1882 removed a pelvic tumour 
which was found to be a right kidney. The patient lived thirteen days 
and after death it was found that the left kidney was absent. 

[Compare Alglave ‘‘ Ectopie pelvienne congénitale du rein droit avec 
inversion des organes du bassinet,’’ Bulletins et Mém. de la Soc. Anat. de 
Paris, July 1905, 652. Also Reporter ‘‘ Retroperitoneal Lipoma,” Journal 
of Obstet. and Gyn., vol. ii, p. 245, par. 6. Also Kelly and Cullen Myo- 
mata of the Uterus, p. 465, a ‘‘ pedunculated subperitoneal nodule ”’ on a 
myomatous uterus “ proved to be the right kidney, which lay within the 
pelvis, being entirely below the sacral promontory.” Billroth found the 
left kidney and suprarenal body in the pelvis, removing them with a 
fibromyoma of the broad ligament nearly forty pounds in weight.]_ A.D. 


A Case of Melano-Sarcoma of the Vagina. 

GRrakEre (Monats. fiir Geb. und Gyn., Bd. xxxv, Heft 2, S. 196). A young 
woman aged 22, was sent to the writer with the history that six weeks 
previously a tumour of the size of a walnut, pedunculated and offensive in 
odour had been removed from the anterior vaginal wall, and that the 
patient had become fevered eight days thereafter and had to stay three 
weeks in bed, during which time the growth had recurred. The writer 
found on the right vaginal wall anteriorly a tumour with a base the size 
of a sixpence, blue-black in colour, encrusted with dark offensive smelling 
blood and the size of a chestnut, while on the right side of the urethra 
there was a blue mass the size of a cherry-stone. Both tumours were 
carefully and widely removed and convalescence was quickly established, 
being delayed only slightly by a mild attack of cystitis. The wounds 
were shown healed by first intention when the stitches were removed on 
the eighth day. On the 15th day the patient, who looked very anzmic and 
ill, was able to rise for a little and was about to be discharged when on 
inspection on the fourth day thereafter a blue-black lump the size of a pea 
was found on the left labium minus, which was promptly excised. Two 
days later the patient showed increasing frequency of the pulse, normal 
temperature and dyspnoea, and she died with symptoms of metastasis in 
the lungs soon after. 

The microscopic examination of the tumours showed typical melano- 
sarcoma. 
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The condition is rare in the vulva and particularly so in young people. 
Markus described a case in a girl of twenty in this Journal last year, and 
mentioned that only one case was known, hence the interest attaching to 
this record. W.R.P. 


Cyst of Urachus. 

F. K. WEBER (Monatsschr. f. Geb. u. Gyn., Dec. 1911) recently reported 
at a meeting of the Obstetrical Society of St. Petersburg a case where a 
woman aged 26 was suspected to be the subject of a dermoid. A part of 
the tumour, however, was found to lie outside the peritoneal cavity. It 
was intimately connected with the bladder and a cord, evidently the 
urachus, was traced running down from the lower aspect of the tumour 
to the bladder, and another passed from the upper aspect upwards towards 
the umbilicus. The tumour was a true cyst, its cavity was filled with 
colloid matter and blood, its walls were tough, thick (about a fifth of an 
inch), and lined internally with broken-down squamous epithelium, they 
were made up of plain muscle fibre. The cyst was of the size of a fist. 
Enucleation was effected without difficulty or any exposure of the cavity 
of the bladder and the incision wound healed well. 

[In Reporter’s case, ‘‘ Urachal Cyst simulating Appendicular Abscess,” 
Proc. Royal Soc. Med., vol. ii, Surgical Section, 1909, p. 197, a thick cord 
which proved on microscopic examination to be a segment of the urachus, 
ran between the bladder and the cyst. Kelly and Cullen (‘“Myomata of the 
Uterus,” p. 463) detected urachal cysts in two cases only in their long 
series of “ fibroids,’”? but one cyst was minute and the other very small 
and associated with a bladder prolonged for an inch and a half above the 
symphysis. That is to say the lower part of the urachus was converted 
into bladder and a segment of the upper part was cystic. Selhorst ‘‘Neder- 
land. Tijdschr. van Geneesk ”’ 1909, describes a suppurating urachal cyst 
undergoing malignant degeneration. In this instance again the fundus of 
the bladder was elongated. See also Macdonald, ‘‘An Enormous Cyst of 
the Urachus,” Annals of Surgery, vol. 46, 1907.—Rep.]| A.D. 


The Treatment of Chronic Uterine Inversion. 

LEMAIRE (Bulletin de la Société d’Obstétrique de Paris, etc., No. 8, Nov. 
1911). Lemaire records a case of chronic inversion of the uterus of 11 
months’ standing in a primipara aged 23, upon whom he was compelled 
to perform vaginal hysterectomy. Posterior colpo-hysterotomy was pre- 
viously attempted, but failed to reduce the deformity. 

The author concludes a full report of his case with references to and a 
discussion on the value of colpo-hysterotomy in the treatment of the 
condition. In Fresson’s Thesis (Paris 1902) out of 10 cases of inversion 
treated by Kiistner’s operation (simple incision of the posterior uterine 
wall and dilatation of the cervical canal), 5 successes are recorded, includ- 
ing cases of six, eleven and eighteen imonths’ duration. In Kiistner’s 
operation as modified by Piccoli, where the posterior uterine vertical 
incision is continued in each direction and Douglas’ pouch opened trans- 
versely, favourable results are more frequently obtained. 

Fresson in 1902 recorded 7 successful operations in cases of uterine 
inversion of 3 months to 7 years duration. 

Contra-indications to the operation are (1) great thickness and sclerosis 
of the uterine wall, and (2) marked softening of the musculature such as 
will prevent adequate suturing of the organ. (3) Dense peritoneal adhe- 
sions, either about the uterus itself or between bladder and rectum. 
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In conclusion, the author thinks that median vaginal hysterotomy, 
be it posterior (Kiistner-Piccoli) or anterior (Kehrer) is preferable to 
laparotomy in dealing with uterine inversion. In some cases, however, 
the conservative operation is impossible and it is necessary to sacrifice the 
organ. H.B.W. 


Yellow Elastic Tissue in Uterine Fibromyoma. 

UnGER (Monatsschr. {.Geb.u. Gyn., Dec. 1911) recently read at a meeting 
of the Obstetrico-Gynzecological Society of St. Petersburg, a report of his 
researches undertaken to determine precisely the histology of uterine 
fibromyoma. He examined fifty such tumours and found, apparently to 
his surprise, that elastic tissue was present in every specimen, but arranged 
differently and in different proportion to other tissues in different tumours. 
This tissue seemed the more marked the more the white fibres of the con- 
nective tissue had broken down. Elastic tissue in fibromyoma itself under- 
goes retrogressive changes, but Unger found that, as might be expected, it is 
far more resistant than the plain muscle and white fibre in those tumours. 

A.D. 


Operative Treatment of Cancer of the Cervix. 

HorMEIER (Zeitschr. f. Geb. u. Gyn., Bd. lxix, Hft. 2) records his 
experience of the vaginal and abdominal operations for this condition in 
the last twelve years—since the extension of Freund’s operation came into 
vogue. In that time there came to his clinic 393 cases of cancer of the 
cervix, exclusive of those with cancer of the body or vagina as well. Of 
these 205 were found to be operable (52’2 per cent.), but 7 refused operation. 
Of the 198 operations done, 105 were by the abdominal route, 91 by the 
vagina, and two were high amputations of the cervix. The last two are not 
included in the series. 

In the vaginal operation Hofineier uses a large paravaginal incision, 
employs a cautery knife, and removes as much as possible of the para- 
metric tissue. The operation mortality amongst his own cases was 78 per 
cent. Of 57 cases operated on five years ago or more 37'5 per cent. were in 
good health after five years. In addition the two cases of high amputation 
remain well making in all a 4o per cent. rate of cures. 

During the same period of time 90 radical abdominal operations were 
done. The immediate operation mortality was 20 per cent. This mortality 
diminishes as the skill and experience of the operator increase. Thus the 
mortality of the first 47 cases was 27°6 per cent., and of the last 43 cases 
only 11°5 per cent. Of those operated upon five years ago or more 10--31'3 
per cent.—remain well, and of these 4 are well after twelve years. 

In technique Hofmeier does not differ from Wertheim. He has found 
one of the greatest dangers to be injury to neighbouring organs. In 117 
operations the bladder was injured in 19 instances, and the ureters in 3. 
For a number of years back the abdominal operation has always been done 
under lumbar aneesthesia. Careful clamping of the vagina below the 
cancer is one of the most important points in the prevention of infection 
of the abdomen and wound. For this he finds Wertheim’s clamp the most 
satisfactory. Hofmeier removes only the enlarged glands, but these he 
has found in 46 cases out of the 90. Of these 46 cases the glands shewed 
carcinomatous changes in 18, simple inflammatory changes in 14, and 
were healthy in 12. 

The very generally accepted view of the fatality of the combination of 
pregnancy or the puerperium with cancer of the cervix was borne out 
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by Hofmeier’s experience. Of twelve such cases ten recurred within the 
first year, and most of these in the first few months. 

Of the two operations Hofmeier prefers the abdominal, because he has 
found that after it in many of the rather unfavourable cases recurrence 
made its appearance much later than was expected, and also because of 
the high proportion of cures he has obtained in recent years by its almost 
exclusive use. The vaginal operation is easier, although it too may often 
be a very difficult and formidable operation. It should not be discarded 
altogether, but the cases for which .it is most suited are (1) those of very 
early cancer of the portio vaginalis, (2) all cases of women of 60 years or 
over, and (3) cases in which the abdominal wall is very fat, although in 
these last cases the vaginal operation may be a very dangerous one. 

R.W,J. 


Ovarian Tumours in Inguinal, Femoral and other Hernial Sacs. 

CULLEN (Journ. Amer. Med. Assoc., Oct. 14 1911) has prepared a short 
monograph on this subject including a full report of a remarkable case in 
his own experience. A woman aged 56 had noticed a small lump in the 
right side of the abdomen for several years, it suddenly grew larger and 
Cullen defined it as a lobulated mass about 4 inches by 3 inches, elongated 
and lying a little above a line drawn from the umbilicus to the anterior 
superior iliac spine. It felt as though subcutaneous and could be lifted 
up to some extent in the hand, but the patient being a corpulent multipara 
palpation was difficult. At the operation the right ovarian ligament was 
found to be drawn out into a band nearly half an inch broad. This band 
passed into a hernial opening in the right lateral abdominal wall below 
and to the right of the umbilicus but at least four and three-quarter inches 
from the inguinal region. These relations are explained by an illustration. 
The tumour was subcutaneous, invested with a hernial sac, and connected 
with the uterus by the elongated right ovarian ligament. The ligament 
was secured and divided and the hernial ring closed. The tumour was a 
multilocular ovarian cyst with much solid matter, nowhere malignant. 
Cullen dwells on defects in the abdominal wall and weak spots in the 
fascia just outside the peritoneum especially near the umbilicus. The sac 
in his case was protruded through a defect of this kind. Hopkins of 
Boston operated on a case of supposed strangulated umbilical hernia. An 
almost black tumour protruded just below the umbilical opening. The 
operator cut the constricting band and the tumour at once disappeared. 
Serum and glairy fluid escaped, and a multilocular tumour 25 lb. in weight 
was discovered and removed successfully. A small portion of this cyst 
had become strangulated in a narrow hernial defect a little below the 
umbilicus. 

Incisional or post-operative sacs may contain an ovary. Cullen removed 
a tender ovary from a sac developed after removal of the vermiform 
appendix, it adhered to the sac wall. 

Ovarian cysts in femoral sacs seem very rare. Dellhaes reported an 
instance where a woman aged 55 was admitted into hospital for ascites 
with double femoral hernia. At the operation double ovarian cystic 
disease was discovered. The right ovarian tumour was intra-abdominal. 
The left was partly intra-abdominal, a solid cord passed into the femoral 
canal running into a much larger extra-abdominal lobe in the sac. It was 


removed a fortnight after the internal portion, through a herniotomy 
incision. 
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Ovarian tumours have much more frequently developed in inguinal 
sacs. Cazati and Beigel discovered a portion of an ovarian cyst in an 
inguinal hernial sac, the remainder being intra-abdominal. Baldy reports 
a case where a pedunculated outgrowth from a multilocular cyst of the 
right ovary lay in an inguinal sac connected (as in Dellhaes’ case) with 
the intra-abdominal part by a stout pedicle. Bloodgood in two operations 
on femoral hernia discovered an ovary (not diseased) in the sac. In 
inguinal hernia this is quite frequent. Hence it is not surprising that 
ovarian cysts may develop, entire, in the sac. Rheinstadter and Marchand 
report an instance of bilateral inguinal ovarian hernia. The left ovary 
became the seat of an angiosarcoma and was removed. Fargas’s case was 
also bilateral. The left ovary could be reduced, the right formed a multi- 
locular cyst of the size of a man’s head; it was successfully removed. 
Seymour’s case resemhled Cullen’s, except that the hernia was inguinal. 
There was a big tumour on the right side, but in the groin. On opening 
the abdomen this tumour was found attached to the uterus by a pedicle 
4 inches long and three-quarters of an inch in diameter, which entered the 
inguinal canal and ran on to the tumour, a spindle-celled sarcoma. 

A.D. 


Ectopic Sac: Intestinal Fistula; Retained Foetus Dead at Seventh 
Month. 

DRANIZIN (Monatsschr. f. Geb. u. Gyn., Dec. 1911, p. 721) reports a 
case of some interest although some essential features seem overlooked. 
A woman was taken with severe pains in the hypogastrium in the second 
month of her third pregnancy. Foetal movements were felt soon after, but 
they ceased suddenly after another attack of severe pain in the seventh 
month. The temperature rose, and symptoms of peritonitis developed 
gradually so that an operation was performed, but it is not stated how long 
this was done after the second attack of pain. A foetal sac made up of 
peritoneum lay behind the uterus and communicated with adherent 
intestine. The sac was tamponed after the removal of a macerated foetus 
and the patient recovered. AD. 


Hepatic Abscess During Pregnancy and the Puerperium. 

CHAVANNAZ and Lousat (Revue de Gyn., Dec. 1911) record a case of 
their own and have collected several others. The type of abscess which 
they refer to is a gross hepatic lesion and not the small multiple abscesses 
seen in septiceemia. Regarding the etiology of the condition, the intestine 
is the probable source of infection and they point out that the bacillus coli 
is usually more than ordinarily virulent during pregnancy. Some other 
cause must be present also or the condition would be common whereas it 
is really of extreme rarity. The destruction of the hepatic tissue is usually 
very considerable but in spite of this, eclamptic symptoms are unusual. 
The case which the authors record was that of a patient of 23, who had 
never been abroad. She was seen during the seventh month of her 
third pregnancy on account of eclampsia. Labour was induced and she 
was safely delivered. Albuminuria persisted during the puerperium but 
the first week was, on the whole, satisfactory till on the 9th day pain was 
noticed in the upper part of the abdomen. Glycosuria was present but 
jaundice was not noticed. A mass was felt continuous with the liver on 
the right side. The pelvic viscera were healthy. An operation was 
subsequently performed and a large hepatic abscess evacuated. The pus 
contained bacillus coli but no amcebze were seen. The patient recovered. 
C.W. 
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Acute Cedema of the Cervix in Pregnancy. 

C. E. Pappock (Surgery, Gynecology and Obstetrics, Jan. 1912) reports 
the following case illustrating this condition. The patient was a vi-para ; 
aged 35. The first four confinements were normal. During the fifth 
pregnancy the cervix became cedematous and protruded from the vulva. 
The cedema disappeared with rest in bed. The condition recurred several 
times during the pregnancy and each time was preceded by a watery and 
slightly haemorrhagic discharge. Labour was normal. 

Two years later pregnancy again occurred. There was a repetition of 
the cedema and labour came on during one of the attacks. 

Because of haemorrhage it was found necessary to hasten delivery and 
no difficulty was experienced. The cervix has remained normal since the 
confinement. W.W.K. 


Treatment of Eclampsia by Lumbar Puncture. 

Bataski (Ann. de Gyn. et d’Obstét., Jan. 1912) gives his experiences of 
this procedure. He had previously tried chloral in mild cases and vene- 
section and chloroform in severe cases. He now does a lumbar puncture 
especially where the blood pressure is raised. 

In one comatose patient he removed 35 cubic centimetres of cerebro- 
spinal fluid with the result that the headache disappeared and the sight 
and speech improved. Labour was induced by bougies and took place 
without further eclamptic seizures. In another case 25 cubic centimetres 
were removed and in a third case 20 cubic centimetres—in each case with 
a good result. C.W. 


Pernicious Anemia of Pregnancy. 

Bourret (Bulletin de la Société d’Obstétrique de Paris, etc., No. 8, 
Nov. 1911). A very interesting communication on the subject of pernicious 
anemia in relation with pregnancy, appears by Bourret in the above 
journal. The author describes with great detail the clinical histories, 
condition of the blood and pathological appearances, both macro- and 
microscopical of material obtained in three fatal cases of the disease that 
came under his notice. 

The blood count on one occasion in Bourret’s third case was as follows : 


Red cells .. en es iat ies «++ 700,000 

Leucocytes Py 5c Ect ws 5,000 
Polymorphonuclear neutrophiles —... f - Oae 
Polymorphonuclear eosinophiles ...... “re «<< 2% 
Lymphocytes as oes He ey 265 ae YEG 
Large mononuclears _... te OF ee oo, 50 
Transition cells ... 275 3 24 ree as =e 


Normoblasts. 2 
Megaloblasts. 1 sf 
Heematoblasts, 30 to 100 leucocytes. 
Free nuclei numerous. 


to 232 counted leucocytes. 


Without referring to other blood counts, it may be stated that the 
author’s conclusions from his own cases and from published records are as 
follow :— 

(1) The anzemia appears to be most intense during the second half of 
pregnancy, towards the 7} month. 
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(2) Contrary to the generally conceived ideas, the disease does not appear 
to be confined only to ill-nourished patients or those in very poor hygienic 
surroundings. Neither can the fact of rapidly repeated pregnancies be 
adduced as a common rule in these cases. 

(3) More or less albuminuria and cedema were present in all Bourret’s 
cases, and the former appears to have occurred in all published records. 
The author cannot agree, however, with some writers who think that 
the anzemia is but a manifestation of chronic Bright’s disease, as the renal 
lesions in his cases were but slight, and in no way comparable to those of 
chronic interstitial nephritis. 

(4) As regards the hzematological investigations, in all three cases, the 
anzemia was well marked. A fact of some interest was the small propor- 
tion of eosinophiles and the preponderance of polymorphonuclear cells in 
the majority of the blood counts. Emphasis is directed to the fact that in 
the case of pregnancy a condition exists which may modify the appearances 
of the blood normally seen in pernicious anzemia. 

In the third case, some alteration in the leucocytes may have resulted 
from the induction of turpentine fixation abscesses which had been produced 
in the course of the pregnancy. With regard to the red cells, all three cases 
are in accord. Furthermore, a small number of nucleated red cells appears 
to indicate a poor recuperative power on the part of the individual and is 
therefore of bad prognosis. This is exemplified by the author’s three 
patients, all of whom died. 

(5) The usually fatal termination appears to indicate the possible value 
of early induction of labour in these cases. However, when a certain point 
is reached, the gravity is so great that delivery has not the least effect in 
ameliorating the symptoms. 

(6) As regards the morbid anatomy of the condition, apart from the 
excessive activity of the haematopoietic organs, particularly the bone 
marrow, little was found in the cases described. The kidneys exhibited 
little if any change. 

Bourret concludes his paper with the observation, that the negative 
pathological findings in cases of anzemia in pregnancy should stimulate 
further research, and the collection of all records which may throw light 
on this obscure subject. H.BW. 


Extract of the Hypophysis Cerebri as a Uterine Stimulant. 

FRANZ JAEGER (Muench. Med. Wochenschrift, 6 Feb. 1912, S. 297). Our 
means for overcoming uterine atony are few and may be reckoned as 
quinine, adrenalin and ergot. While adrenalin has gained no footing in 
midwifery practice, ergot has been put out of court until the uterus is 
empty by the danger of tetanic contraction. Thus extract of the hypophysis 
has come to be exalted as the remedy for uterine weakness in the stages 
of dilatation and expulsion. 

Burroughs and Wellcome and Co. have supplied the extract which the 
author has used in the Erlangen Hospital for Women. The author con- 
cludes that :— 

1. The extract acts best in the dilatation stage when in primiparae the 
os is about the size of a five-shilling piece, in multiparae when two fingers 
are passable. Until uterine contractions are present the action is slight and 
ineffective. 

2. In the expulsion stages the use of the forceps may often be avoided 
by using the extract. 
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3. Its use is therefore indicated in secondary inertia, in cases of feeble 
contractions from over distension of the uterus by hydramnios, twins, and 
in fever. 

4. If trouble is expected in the third stage this may be overcome by 
giving an injection just before the birth of the child. 

5. If the delivery of child happens about an hour after injection post- 
partum hemorrhage must be guarded against. And especial care must 
be given to the third stage. 

6. For the treatment of atony we possess other means which may equal 
the extract and may even surpass it in value. F.E. 


Pituitary Extract in Obstetrics. 

ParisoT and SpirRE (Ann. de Gyn. et d’Obstét., December 1911) discuss 
this subject and record some cases. Pituitary extract has the property of 
stimulating unstriped muscles especially the uterus and bladder. The 
extract from the posterior lobe is more powerful than that obtained from 
the whole gland. Regarding the toxic effects he records that British and 
German investigators have given 1'5 grammes of the extract per day 
without toxic effects. They find that in many cases it does increase the 
strength of uterine contractions but that it tends to make them tonic in 
character. 

They have found it a very useful drug in facilitating micturition in 
cases of retention of urine. C.W. 


Rupture of the Uterus. 

x. BLACKER (Lancet, Jan. 13 1912) reports a series of eight cases which 
occurred on the University College Hospital district between Jan. 1st 1894, 
and Nov. 30th 1911, three of which were treated successfully by operation. 
Of the remaining five cases, 2 cases did not admit of treatment and died 
shortly after delivery, the other three were plugged with iodoform gauze, 
two dying and one recovering. 

After full reports of the cases operated upon, he discusses the best 
method of treatment and gives all the statistics of collected cases, finally 
coming to the conclusion that the best results are given by operative 
treatment, either suture of the tear or hysterectomy, preferably by the 
abdominal route. J.M.W. 


On Vaginal Cesarean Section in Eclampsia. 

BECKMANN, St. Petersburg (Monats. fiir Geb. u. Gyn., Bd. xxv, Heft 2, 
p. 168). For the last two years the writer has adopted this method and has 
an experience of 43 cases—25 of which were primiparce and 18 multiparze ; 
other 6 cases underwent the operation for other causes during this period. 
It obviates the loss of time occasioned by use of drugs, etc. He uses Cham- 
petier de Ribes Metreurynter and a vertical incision through the vaginal wall 
and the anterior uterine wall, and finishes the delivery by turning and ex- 
traction. Bleeding from the cut edges was not observed, except in one case 
of central placenta praevia where it was severe and was checked by manual 
extraction of the placenta. A uterine tamponade was necessary in this 
case and in two others of uterine atony. After delivery the wound was 
easily made visible for suture and drainage of the precervical space. 

The technique necessary is easily attained even by men of comparatively 
Short experience—the only notable difficulty being in primipare with 
narrow passages where the uterus is not easily pulled down sufficiently. 
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Seeing that the peritoneal cavity is not opened by the operation direct 
risk of infection is avoided and the mortality is negligible or almost so 
(Diihrssen estimates it in all cases as under 1 per cent.), and it is possible 
to carry out the method in a private house of good class, provided that 
asepsis can be attained. 

He compares the results as affecting the mother during a period of five 
years with conservative treatment and two years of this method. In the 
first group come 210 cases with 32'9 per cent. of mortality, in the second 
96 with 17 deaths, a mortality of 18 per cent. In the second group of 96 
a number came into the clinic too late for the adoption of the method 
which as before stated was carried out in 43 out of 67 who came in during 
labour. 

The prognosis is better the earlier the case is delivered, and the more 
attacks there are before delivery the higher the mortality. 

The effect on the continuance of the attacks produced by the rapid 
delivery is shown by the following figures. Where the treatment was 
expectant the attacks continued after the delivery in 55 per cent. of 210 
cases, after rapid delivery in 35'5 per cent. and in the 43 cases of vaginal 
section in 28 per cent. only. The effect of the method on the mortality of 
the infant is shown by the fact that in 43 cases there were only 5 infants 
who succuinbed (11'6 per cent.) ; in the infants born to multiparze there was 
no fatality. This low infantile mortality by vaginal section is in the 


writer’s opinion a very strong argument in its favour. W.R.P. 
A Study of and Deductions from Fifty Fatal Cases of Puerperal 
Fever. 


HERBERT MARION Stowr (Surgery, Gynecology and Obstetrics, Jan. 
1912) reports fifty fatal cases of puerperal fever which have occurred in 
the Cook County Hospital during the past twenty-nine months. 

The author’s experience leads him to advise that patients should be 
nursed in the Fowler position and that they should be supplied with an 
abundance of good food (including alcohol) and fresh air. All local treat- 
ment should be avoided except in the case of localised collections of pus 
in the pouch of Douglas which should be drained. Collections high up in 
the pelvis, however, are better left alone till weeks or months after the 
acute stage has passed. 

In reference to hysterectomy in puerperal fever the author lays down 
the following rather wide ‘‘ general indications ” for the operation :— 

‘1, Uterine traumatism, when infection is probable or already com- 

mencing. 
. Inflamed or gangrenous myomata. 
. Mortification of the foetus in utero. 

4. Severe inflammations of the uterus when purulent processes are 

found in the walls from which pyzemia may result.” 

Serum therapy, “‘ despite the glowing results obtained in England,”’ is 
of little value; and collargol is no specific and may be used in certain cases. 

The author is more hopeful about intravenous injections of bi-chloride 
of mercury which has given good results in his hands. W.W.K. 


Puerperal Infection. 
THomAS J. WATKINS (Surgery, Gynecology and Obstetrics, Jan. 1912) 

considers that the chief points in the treatment of this condition are as 

follow :— 

1. To raise the head of the bed to promote drainage. 

2. To put ice bags on the abdomen. 


Ww nd 





re 


FS 
& 
® 
3 












- Puerperal Infection 109 


3. To give large amounts of nutritious and easily digestible food. 

4. To administer at least two quarts of fluid daily and otherwise to 
force elimination. 

5. To keep the patient out of doors for a part of each day and to give 
sun baths. 

6. To relieve pain and to see that the patient has at least eight hours 
sleep a day. 

He further considers that the uterus should not be disturbed except for 
hemorrhage or retained products of conception; and that in these cases 
the removal should be carried out without anesthesia and as gently as 
possible. W.W.K. 
On Puerperal Auto-infectjon. 

ZANGEMEISTER (Munchener med. Wochenschr., Aug. 15 1911, S. 1753). 
Zangemeister discusses this question and gives a schema of 8 methods of 
origin of primary puerperal fever according as the germs are endogenous 
or exogenous; as the wounds are spontaneous or artificial; and as the 
inoculation is spontaneous or artificial. The obstetrician has generally 
been blamed as the cause of these infections, and the mode in which he 
incurred the blame was practically accepted to be that of introducing 
infectious organisms during labour. It is now seen that there are other 
factors in the question or equal if not of greater importance. So that the 
immediate causation of an infection may be— 

1. By production of inoculation (spontaneously or artificially). 

Fresh wounds and infectious germs (endogenous or exogenous) are 
present; through some spontaneous action (long duration of labour with 
retention of discharges, retention of lochia in early days, etc.) or artificial 
means (examination of uterus, douching, washing, etc., etc.), the germs 
are imbedded in the pre-existing wound and rendered active, i.e., they are 
inoculated. 

The author does not believe that germs spontaneously inoculate recent 
wounds. Some imbedding agency is required. 

2. By the making of fresh wounds and favouring inoculation. 

Endogenous or exogenous germs being present; by interference fresh 
wounds are produced and the germs present are inoculated into them (i.e., 
evacuation of an infected mass of placenta by a sterile finger or instrument). 

3. By importing exogenous germs and inoculating them. Recent 
wounds are present and infectious germs are carried in and inoculated by 
a dirty hand during labour. 

4. By importing exogenous germs, making fresh wounds and inoculat- 
ing the germs into the wounds. Or in infection caused by operations 
carried out without asepsis. 

Indirectly infection may arise when the germs are introduced through 
dirty examination at one time and are then later inoculated by some pro- 
cedure causing wounds and inoculation. Or the wounds are caused by 
clean finger or hand or instrument and inoculated later during labour. 

These observations do not teach us to lessen our precautions against the 
germs outside but rather to take every precaution against these germs 
and those in the patient, and to avoid all unnecessary causation of wounds 
and especially their inoculation by rough and prolonged manipulation. 

F.E. 
Transient Hemiplegia Following Parturition. 

Hucu Giuiss (British Medical Journal, Jan. 27 1912) reports two cases 

of the above-mentioned trouble which came under his care. 
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Case 1. The patient was delivered of her second child quite normally 
on June 6th (7 months’ child)—puerperium normal. On July 2nd, nearly 
one month later, she had a left hemiplegia, with sudden onset. 

The coma passed off in 24 hours and in 4 days the power had to a great 
extent returned to the left side, the hand being the last to recover. A 
month later recovery was perfect everywhere except in the left thumb 
which still remained weak and shrunken. 

There was no evidence of cardiac disease, no albumen in the urine then 
or at the confinement, and the only past history of importance was a story 
of chorea when g years old. No neurotic history. 

CasE 1. This patient was likewise delivered of her second child with 
a perfectly normal labour and puerperium. The birth took place on 
Aug. 1st and on Sept. 27th she suddenly fell off her chair and when seen 
had paralysis of the left arm and leg, the face being normal and there being 
no loss of consciousness. 

There was intense headache, most marked over right temporal region, 
and the heart on auscultation gave a systolic murmur of greatest intensity 
over the aortic area. 

The paralysis lasted three days and then quickly recovered. 

A history of chorea in childhood ; otherwise nothing of importance. 

The author after a few remarks on the two cases comparing the symp- 
toms of the cases with those of thrombosis and cerebral haemorrhage, 
concludes that these cases were caused by a spasmodic contraction of the 
cerebral arteries. J.M.W. 


Duodenal Ulceration in a Case of Melzna of the Newborn. 

FABRE and RHENTER (Bulletin de la Société d'Obstétrique de Paris, etc., 
No. 8, Nov. 1911). An interesting case of ulceration involving the first 
part of the duodenum in an infant three days old, who died with symptoms 
of melzena, is recorded by Fabre and Rhenter before the Lyons Obstetrical 
Society. The mother, a primipara, was physically healthy and presented 
no syphilitic taint. Labour was normal and terminated without assistance. 
On the day after birth, haemorrhage from the bowel occurred and a loss in 
weight of 20 grammes was noted. In the evening the child was cold and 
pale and on the following day a further loss of 60 grammes of blood took 
place. In spite of the administration of gelatine and the injection of 
artificial serum, the child died on the third day after birth without 
exhibiting hamatemesis or any other symptom. 

At the autopsy, 36 hours after death, little was found in the various 
viscera. The intestinal mucosa was slightly congested, and in the second 
half of the small intestine and in the large intestine, coagulated blood was 
found. The bowel was systematically searched for ulceration and a focus 
was discovered in the first part of the duodenum. The ulcer was clean 
cut, about 3mm. in length and appeared to involve the wall of the gut 
almost to the peritoneal coat. 

The authors refer to similar fatal cases recorded in ‘‘la thése de 
Thellier ’’ (1905—06) and before the ‘‘ Réunion obstétricale de Lyon ” 
(1909). 

In the discussion following the communication Fabre observed that in 
the majority of cases of infantile meleena, the prognosis is not so grave. 
He had seen four other cases in the year recover. Furthermore he thought 
that the condition might well be considered a ‘‘ Hospital disease,” as he 
had never met with a case in his private work. H.B.W. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
OBSTETRICAL AND GYNASCOLOGICAL SECTION. 
Meeting held February tst 1912. 

The President, Dr. AMAND RoutH, in the Chair. 


The following specimens were shown :— 

Dr. INGLIS PARSONS: (1) Fibroid tumour of the uterus undergoing 
degeneration; (2) fibroid uterus removed twenty years after Apostoli’s 
treatment. 

Dr. W. S. A. GRiFFITH read two short communications: (1) supra- 
vaginal hysterectomy performed in place of induction of abortion and 
subsequent sterilisation for repeated melancholia following labours, which 
will be found on p. 32 of the January number of this Journal; (2) Note on 
a specimen of a rachitic pelvis in which the first sacral vertebra on its left 
side has characters of a lumbar vertebra, known as an “ assimilation 
pelvis,’ which will be found on p. 28 of the January number. 

Dr. G. T. WESTERN read a paper on 


THE TREATMENT OF PUERPERAI, SEPTICASMIA BY BACTERIAL, VACCINES. 


This paper was based on a series of 100 cases of puerperal sepsis which 
had been investigated in the bacteriological laboratory of the London 
Hospital, 56 of which had been treated by vaccines. 

After discussing the diagnosis of a ‘‘ septicaemia ’? from the clinical 
and the bacteriological point of view, he expressed the opinion that we 
have included in the clinical term ‘“‘ puerperal fever” two different con- 
ditions. 

1. A localised bacterial infection in the genital tract which is associated 
with more or less toxeemia. 

2. A local infection in the genital tract from which bacteria are being 
carried into the blood stream continuously or discontinuously. 

These latter cases constitute the true septicaemias, but he considered 
that there was no absolutely definite dividing line between the groups. 

Tables giving details of the cases under discussion were in the hands 
of Fellows; he therefore proceeded to discuss the contents of these tables 
column by column. 

1. Nature of Labour.—He pointed out that there did not appear to be 
an excess of primiparze affected ; also that there was a very large percentage 
of cases in which the third stage of labour had been incomplete or abnormal. 

2. Day of Onset.—In 62 per cent. the onset occurred on the second or 
third day. 

3. Rigors.—No absolute prognostic significance can be attached to the 
presence or absence of rigors alone. It is probable, however, that a rigor 
is indicative of bacteria being thrown into the blood stream. 

4. Blood Cultures.—These had been taken in 96 cases, and had given 
positive results in 4o per cent. He suggested that this percentage might 
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be higher if the time of taking cultures was chosen with due regard to the 
temperature curve. Of the 39 positive results, 36 grew streptococci, two 
grew staphylococcus aureus and one a Gram-negative coccus. 

5. Uterus Cultures.—These were taken by a method similar to one which 
has been used by Menge and Kroénig. A glass tube, with a rubber 
diaphragm at the top, is used as a shield through which a Pasteur pipette 
is passed into the uterus. 

These cultures were taken in 43 cases. In 76 per cent. a streptococcus 
was grown in pure culture. These results were compared with those 
obtained by Foulerton and Bonney (Trans. Obstet. Soc. Lond., 1906, vol. 
xlvii, p. 11) and by Lea and Sidebotham (Proc. Roy. Soc. Med., Obstet. 
Section, 1909, vol. ii, p. 127), and concluded that the difference in the 
results obtained by different workers was due to differences in the technique 
employed. He considered the technique of the former good, but failed to 
see how trustworthy results could be obtained by the methods employed 
by the latter. 

6. Vaccines.—He strongly advocated the use of autogenous vaccines in 
all cases in preference to “‘ stock ’’ vaccines, and pointed out that if a pure 
culture could be obtained from the uterus, much time could be saved, as 
an autogenous vaccine could be ready within 24 hours. 

7. Other Treatment.—This included clearing out the uterus, opening 
abscesses, etc., and antistreptococcus serum. From this latter he had not 
observed any marked benefit. 

8. Results.—After discussing the difficulty of obtaining a parallel series 
of control cases free from bias in either direction, he showed that the 
mortality amongst notified cases of puerperal septic diseases is about 58 
per cent. 

In the series of cases under discussion the mortality amongst 56 cases 
treated by vaccines was 32 per cent., while that amongst 44 cases in which 
no vaccines had been given was 55 per cent. Taking those cases only 
where there was definite bacteriological evidence of a blood infection, the 
mortality amongst those treated was 52 per cent., while that amongst 
untreated cases was 87'°5 per cent. 


CONCLUSIONS. 


1. The mortality amongst those cases of puerperal septicaemia in which 
there is definite bacteriological evidence of bacteria in the blood stream 
is from 85 to 95 per cent. 

2. This. mortality may by inoculation with autogenous vaccines be 
reduced to about 55 per cent. 

3. The mortality amongst notified cases of puerperal fever is about 60 
per cent. 

4. This mortality may by inoculation with appropriate vaccines be 
reduced to about 30 per cent. 

5. In cases of puerperal sepsis, if it is decided to explore the uterine 
cavity, the opportunity of obtaining a culture at the same time should not 
be lost. 

6. In the treatment of puerperal sepsis ‘‘ stock ”’ vaccines give inferior 
results, and should only be used when an autogenous vaccine cannot be 
obtained. 

Dr. WILLIAMSON drew attention to two varieties of septic endometritis, 
in which bacteria were constantly passing into the circulation in greater or 
less numbers. In some cases their presence was a mere temporary 
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phenomenon, for they were destroyed and rendered innocuous ; in other cases 
they grew and multiplied and gave rise to general infection. The former 
were cases of bacterizemia, the latter cases of septicaemia. Dr. Williamson 
discussed the value in prognosis to be derived from the results of multiple 
blood cultures, the white blood count, and the extent to which haemolysis 
occurred. He did not agree with Dr. Western that the uterus was normally 
sterile throughout the puerperium. Dr. Williamson was strongly in 
favour of the use of autogenous vaccines, but in order to obviate the 
necessary delay he was in the habit of employing a serum followed by a 
vaccine. 

Dr. INGLIS PARSONS said that at present it was not possible to gauge 
the condition of the blood in acute cases so as to know whether to give a 
vaccine or not. Even if the opsonic index was much below normal they 
were uncertain whether this was a negative phase from a large dose of 
auto-absorption of toxins or whether it was a normal low position of the 
opsonic index. If the former, an antiserum was the best treatment; if 
the latter, a vaccine. 

The PRESIDENT (Dr. Amand Routh) believed that vaccine therapy was 
useful in cases where puerperal infection of the uterine mucosa was already 
localised by exulation into the uterine muscle or around it (peri- and para- 
metritis). If, however, there were general septiceemia, the bacteria being 
found in the blood, presumably stimulating the tissues to the utmost to 
form autobodies, the addition of further bacteria, even dead ones, seemed 
unlikely to do good. Dr. Western’s results seemed to bear out these views, 
for most of his cases came under observation and were treated by vaccine 
more than ten days after infection. Clearly these cases stood a good 
chance of recovery under any method of treatment. The really severe 
cases of septicaemia die within ten days of infection. In Table II, where 
vaccine was not used, organisms were only found in one case of twenty 
recovering cases, but in thirteen out of twenty-four cases they died. These 
facts tend to show that the cases which recovered were mainly those of 
localised infection, whilst the fatal cases were mainly true septiceemia. 

Dr. Toriey did not agree that an autogenous vaccine could safely be 
used at the end of twenty-four hours, without any subcultures being taken 
to ensure sterility, nor did he think it was a matter of indifference if a few 
living organisms were introduced into the tissues of a patient suffering 
from septicemia. A few living organisms might represent an unknown 
number after a very short interval, and Dr. Topley pointed out the 
difficulty in arriving at reliable results from statistics, owing to the 
impossibility of obtaining series of strictly comparable cases. He had 
certainly seen favourable results from the use of autogenous vaccines. 

Dr. BLACKER asked Dr. Western what he exactly meant by puerperal 
septiceemia, and also whether he had tried the effect of simultaneous 
inoculation into several different parts of the body? 

In replying, Dr. WESTERN said that his definition of a septicaemia was 
a condition in which bacteria were being thrown into the blood stream 
continuously or discontinuously. This, he considered, was the true bacte- 
riological concept of a septicaemia. The factors determining whether 
pyemic abscesses occurred or not were secondary. He disagreed entirely 
with the view that pyzemic cases seldom terminated fatally. In cases, 
however, where primary abscess formation took place, the prognosis was 
usually good. 

He agreed that the success of vaccine treatment was most marked 
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amongst those cases which did not run a course so rapid that death 
occurred within a week of the onset or ten days of parturition. This is 
what he would expect, as the most virulent cases must be the most 
difficult to save, and if it was possible to save them the mortality would 
fall not only to 50 per cent., but to very near o per cent. 

He considered the uterus in normal apyrexial cases was sterile during 
the puerperium, and that the divergence of opinion as to this was due to 
differences in the methods employed in taking cultures rather than to any 
difference in the date in the puerperium on which cultures were taken. 
He had not yet isolated a streptococcus from the uterus which failed to 
hamolyse red blood corpuscles. 

He could not agree that any special diagnostic or prognostic signifi- 
cance could be attached to the method of taking blood cultures from two 
different parts of the body at the same time instead of inoculating a 
similar number of tubes with the same amount of blood from one site. 

Dr. H. A. COLWELL, and Mr. BrypDEN GLENDINING read a paper on 


THE PRESENCE OF BLOOD PIGMENT IN THE FaSCES OF THE NEWBORN. 


in which they showed that, using the benzidine reaction as a test, it was 
constantly present. After eliminating the possibility of the reaction being 
given by swallowed blood, or being derived from the mother’s milk, and 
that its presence bore no relation to the type of labour, they came to the 
conclusion that it was to be accounted due to the small haemorrhages into 
the intestinal canal, resultant upon the circulatory changes incident to 
extra-uterine existence. 


NORTH OF ENGLAND OBSTETRICAL, AND GYNASCOLOGICAL 
SOCIETY. 


Friday, January 19th 1912. 
Dr. Donald (Manchester), Vice-President, in the Chair. 


Dr. ARNoLD W. W. Lea (Manchester) was elected President for the 
ensuing year. 

Dr. StooKEs (Liverpool) related the following cases of Caesarean section. 

(1) A woman of 30 years who had had three normal labours and gave no 
history of trouble in the present pregnancy: was seen at five in the 
morning by two doctors who found her with strong labour pains and the 
vagina blocked by a tumour, so they sent the woman to the Maternity 
Hospital. On admission it was found that an arm was presenting, and 
the vagina was blocked by a soft fibrous mass which passed within the 
cervix, no pedicle could be reached. The general condition of the patient 
was fairly good, she was pale, her pulse was about 100. The abdomen was 
larger than usual but not tender. Czesarean section was done and a dead 
child was extracted weighing 6 lbs. 60z.; after removing the placenta and 
membranes the tumour was found to have an extensive attachment to the 
posterior wall of the uterus, so supra-vaginal hysterectomy was done. The 
woman died from shock 8 hours after. 

(2) Patient of 42 years of age who had had 8 normal labours. She was 
vomiting incessantly, and was constipated, the bowels had moved slightly 
two days previously. The abdomen was not enlarged more than a full- 
time pregnancy, and there was no hyper-resonance. 

I decided on operation, as I thought there must be intestinal obstruction. 
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After a dead child of over seven pounds had been removed the peritoneum 
was found to be salmon pink in colour and studded with small yellow 
spots. The whole of the small intestine was empty, and collapsed. The 
large intestine was attached by a mesentery seven inches in length which 
allowed the caput czeci to fall into the pelvis. I thought this must have 
caused incomplete obstruction, and the empty state of the bowels was due 
to the reversed peristalsis. I now believe the explanation offered at our 
meeting by Mr. Cuff to be the p1obable one : that the woman was suffering 
from acute pancreatitis. The patient. recovered from the anesthetic, and 
said she was much relieved, but she died next day from exhaustion. 

Miss IvENs (Liverpool) read a paper analysing 100 consecutive cases of 
retroversion of the uterus, treated by round ligament ventro-suspension 
(Gilliam’s operation), in which the after history had been ascertained in 
93 cases. There had been no mortality, 93 had healed by primary union, 
and in one case only relapse had occurred owing to the tenuity of the 
ligaments. In 32 uncomplicated cases the results were most satisfactory, 
while in 11 associated with marked prolapse, the uterus was held up well by 
the round ligaments, which showed extreme hypertrophy after operation. 
In 46 cases where adnexal disease was present good results were obtained 
in all but the gonorrhceal cases, where further inflammatory trouble took 
place in 11 instances, although the uterus maintained its position. In 
three cases, out of four, with uterine fibroids myomectomy followed by 
Gilliam’s operation was successful; the fourth subsequently required 
hysterectomy, for a submucous sessile tumour. In 20 instances pregnancy 
had since occurred. Of these 11 had borne children with no difficulty, 6 
were still pregnant, three had had abortions. As no ill after-effects were 
present in the 93 cases followed up, it was concluded that the operation 
was a safe and successful one when done under suitable conditions, and 
could be undertaken during the child-bearing period. From a careful 
consideration of the history and symptoms of the cases recorded, it was also 
concluded that in the majority of instances, even a simple retroversion of 
the uterus, ultimately caused pathological changes in the pelvic organs, 
beginning with passive venous congestion, and that for this and other 
reasons, therefore required treatment. 


Friday, February 16th. 
Dr. A. W. W. Lea, President, in the Chair. 


Dr. BriGGs shewed photomicrograph and a specimen of a small raised 
ulcer, an early epithelioma, on the cervix of the procident uterus of a 
woman aged 63. On the procident cervix cancer is rare. 

Dr. BriGGs shewed two ovarian tumours, adenomata, solid and fused 
so completely that they formed one continuous ovoid 126 inches. The 
fusion must have occurred early : its cause was not yet explained. Ascites. 
No primary growth elsewhere. Patient well after eight months. 

Dr. BriGGs shewed a chain of fibroids in each horn of a bicornuate 
uterus : the total bulk of the tumours was large and reached the umbilical 
level during life: both ovaries were apoplectic. There was a blood cyst 
in the great omentum: one broad ligament fibroid seemed to carry the 
corresponding ovary on its surface, and might have been classed as ovarian 
in origin, except for its relation to the ovarian ligament, and its own 
structure. 

Dr. LEA mentioned a case of Pyocolpos occurring in a girl et. 14} 
years. 
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This formed a swelling, reaching two inches above the pubes. The 
hymen was imperforate, per rectum it was obvious that the vagina was 
much distended. 

As the girl had suppurative bartholinitis, drainage was postponed until 
this healed. 

When the vaginal incision was made 12 ounces of muco-purulent fluid 
were evacuated. Infection had no doubt arisen from the bartholinitis. 
Recovery was uneventful. 


CASE OF OVARIAN HaSMORRHAGE. 


Dr. DONALD showed the specimen and microscopic section from a case 
of hemorrhage from the ovary. The clinical history was as follows: 
Married lady aged 31; one child born in March 1909, menstruation regular 
and health good. In November 1911 sudden and severe collapse, with 
abdominal rigidity. Two days later retention of urine. On examination 
mass the size of jaffa orange was felt behind uterus, rather on left side. 
This condition persisted, and on January 19th abdomen was opened. Mass 
of blood clot in pelvis, continuous with clot in left ovary—specimen showed 
ovary size of tangerine orange containing blood clot, and there was also a 
separate blood clot. Dr. Shaw, who furnished pathological report, found 
cells which he regarded as lutein cells, but no certain evidence of ovarian 
pregnancy. 

CLASSIFICATION IN GYNA:COLOGY. 


Dr. W. E. FotHerciit, (Manchester) read a paper on this subject 
describing, from the historical point of view, the various classifications of 
the diseases of women which have hitherto been used in this country. 

No arrangement seemed to have been attempted until West (3rd edition, 
1864) and Graily Hewitt (3rd edition, 1872) used the headings ‘‘ vulva,’’ 
‘vagina,’ “uterus,” etc. Lawson Tait employed a definite anatomical 
classification in a small book published in 1877, and this plan had been 
used in nearly all later systematic works. The method of classification 
used was not of much importance to practical gynzecologists; but for 
students and teachers it had the greatest significance. It was therefore 
worth while to look for a better arrangement than that now in use, which 
was bad in itself and was often badly employed. Thus conditions were 
included which were not diseases of the female reproductive organs; for 
example, various skin diseases and affections of the rectum and bladder. 
These, while they might well be treated by gynzecologists, should not be 
included in any scientific arrangement of the diseases peculiar to women. 
Again symptoms were often described as diseases, as also were physical 
signs. Conditions were sometimes placed in the wrong anatomical 
division. Rectocele and cystocele, for instance, were often called vaginal 
disorders, retroversion and prolapse being called diseases of the uterus. 
All four were really abnormalities of the pelvic connective tissue. The 
great fault of the anatomical grouping was that it split up and multiplied 
diseases. Gonorrhcea, for example, was one disease; but it was described 
in portions under various headings such as vulva, urethra, vagina, cervix, 
uterus, tubes, ovaries and peritoneum. Local pathological processes were 
thus magnified into diseases; and were described, with symptoms, signs, 

diagnosis, prognosis and treatment all complete, under names such as 
vaginitis, endocervicitis, metritis, parametritis, ovaritis and the like. 
These were really the names, not of diseases, but of local pathological 
processes, secondary incidents in the course of infective diseases of various 























Reports of Societies 117 


kinds. There was no such thing, for instance, as primary ovaritis, yet a 
diagnosis of ‘‘ovaritis’? was constantly made. The use of the anatomical 
classification thus made it impossible to teach the diseases of women 
satisfactorily. The student could not realise the connection between, say, 
vulvitis and salpingitis when they were separated by hundreds of pages 
in books and by weeks in the lecture room. 

The important features of morbid conditions were not their sites but 
their pathological characters. Thus the word “‘cancerous’’ conveyed much 
more information than the term ‘‘disease of the uterus.”” More was con- 
veyed by the word ‘‘infective” than by the phrase ‘‘disease of the vagina.”’ 
The main divisions of any classification should be based on the most 
important resemblances between the things to be classified ; and it followed 
that the main divisions of any arrangement of diseases should be patho- 
logical. 

Dr. Berry Hart had urged this in a paper read before the Edinburgh 
Obstetric Society in 1893; but the hint had not been taken except by J. W. 
Ballantyne, W. Blair Bell and the present writer. Dr. Fothergill had been 
using for some time an arrangement with six divisions, namely :— 

1. Developmental errors (congenital or puberty). 

2. Vascular changes. 

3. Mechanical conditions. 

4. Results of infection. 

5. Progressive conditions (overgrowth; new growths). 

6. Retrogressive conditions. 
This he had found very useful as it was logical and pathological, while 
the groups were so few that they could be easily remembered by the 
student. When a case had been placed in one of them a definite step had 
been made towards a complete diagnosis, and some valuable information 
had been recorded. He hoped that every teacher and writer would, in the 
future, take the trouble to make a scientific classification with its main 
divisions formed on a pathological basis. If this were done the chaotic 
anatomical arrangement would soon drop out of use. 


EDINBURGH OBSTETRICAL SOCIETY. 


Meeting on January toth, at 8-30. 
Dr. Haic FERGusSON, President, in the Chair. 


The PRESIDENT read notes of a case of Pyosalpinx successfully removed 
by abdominal section during the puerperium. The patient was five months 
pregnant with her second child when she felt pain in the left side, which 
increased and became more or less constant up to the time of labour. She 
was delivered in the Maternity Hospital, and on the sixth day complained 
of severe pain in the left iliac region. The temperature had been raised 
for three days. On bimanual examination there was palpable a round, 
very tender swelling about the size of a small plum, high up in the left 
fornix, and movable apart from the uterus. For some days the temperature 
continued raised, and the swelling became more diffuse and fixed, with 
thickening in the surrounding parts. On the seventeenth day the acute 
stage had passed, and Dr. Ferguson operated and found a left pyosalpinx 
considerably adherent. Owing to the escape of pus, and the presence of 
an oozing area, vaginal drainage was adopted. Recovery was uneventful. 
The pus yielded a mixed culture of streptococci and staphylococci, and 
sections of the tube showed signs of chronic inflammation. No history of 
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gonorrhoea was obtainable. It was interesting that though there was 
evidence that the chronic inflammation had begun as early as the fifth 
month, yet there were no acute symptoms until five days post-partum. 
The late Dr. Milne Murray explained such a case as due to changes in 
tissue metabolism resulting from the transition from pregnancy to the 
puerperal state. In diagnosing a tubal condition from a cellulitis the 
height of the tumour was a guide. The higher the swelling the more 
likely was it tubal or mainly so, although subsequent extension of inflam- 
mation might obscure this. A cellulitis usually began in the base of the 
broad ligament and passed up and outwards. Bruising or twisting of a 
small ovarian cyst during labour might also give rise to mistakes in 
diagnosis. 

Dr. BARBouR thought diagnosis could only be settled by opening the 
abdomen, as he had often seen cellulitis begin high up and spread down- 
wards and along the round ligament. In this case the possibility of septic 
infection being superimposed on a chronic inflammation must be kept in 
mind. The pus yielded cultures and that pointed to a recent infection. 

Dr. Lackiz mentioned a case that he had seen with the late Dr. Milne 
Murray, in which there was an entire absence of physical signs. As the 
patient was very ill, the abdomen was opened, and a small inflamed tube 
discovered from which a little pus could be squeezed through the patent 
ostium. The symptoms were relieved by the operation. 

Dr. HAuULTAIN said he had no hesitation in opening the abdomen during 
the puerperium. He did not regard it as dangerous. He had done so 
several times and the patients had all made excellent recoveries. The 
main feature of a pyosalpinx was its high situation and its mobility. 
Cellulitis, if also present, diminished the mobility. He would not wait so 
long as the President had done before operating. 

Dr. JAMES RITCHIE said that it was a question whether if tubal disease 
was diagnosed during pregnancy, it was not better to operate at once, as 
the labour might exacerbate the condition, and there were more risks of 
infection after labour. 

Dr. B. P. Watson mentioned a case of double pyosalpinx developing 
suddenly on the tenth day after delivery. Two cystic swellings, tender 
and movable, were found high in the lateral fornices. The infant developed 
gonorrhceal ophthalmia. After a month the patient had improved so much 
that it was unnecessary to operate, and she had since been delivered of 
another child. 

Dr. JAMES YOUNG mentioned a case of pyosalpinx arising one month 
after a two months’ abortion. Operation was performed a month after the 
onset of symptoms. The pus was sterile. 

Mr. N. T. Brewis said he had found tubal swellings more common than 
cellulitis in the puerperium. If one were sure the contents would be 
sterile, there need be no hesitation about operating; but most cases got 
well if left alone. In early cases the abdominal route was best as adhesions 
were easily separated. In older cases with much thickening he preferred 
the vaginal operation. The pus in pyosalpinx became sterile after a time, 
but there could be a reinfection. 

The PRESIDENT in reply said he thought a swelling in the fornix high 
up and movable was probably tubal. In regard to operating during preg- 
nancy the only difficulty was the diagnosis, and the risk of premature 
labour following the operation. 

Dr. Berry Hart read a paper on Numan, the veterinarian and com- 
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parative anatomist of Utrecht. Numan’s atlas and text were shown, and 
special reference made to his researches on the subject of freemartins, 
which had been entirely forgotten until recently. 


Meeting on Wednesday, 14th February, Dr. HaiGc FERGUSON, 
President, in the Chair. 


Mr. Brewis showed three specimens of uteri removed by Wertheim’s 
method for cancer of the cervix. 

Dr. Forpyce showed (1) a fibroid of the uterus of unusually rapid 
growth ; (2) double pyosalpinx from a case in which there was a primary 
gonorrhceal infection eighteen months previously ; appendages from a case 
of haematosalpinx resulting from absence of the vagina; suppurating tubo- 
ovarian cyst and gangrenous appendix removed from the same patient. 

Dr. Scotr CARMICHAEL showed the uterus and placenta from a case of 
Ceesarean section at term in a twin pregnancy, the uterus being removed 
by supravaginal hysterectomy on account of a cervical fibroid. 

Dr. Watson showed a uterus removed for adenomyoma. 

Dr. YOUNG showed a uterus removed for intractable hemorrhage and 
an accompanying ovary with a luteal haematoma. 

Sir Halliday Croom read a paper on eclampsia based on an examination 
of the statistics of the Edinburgh Royal Maternity Hospital for the last 
twenty-two years. He demonstrated from the figures that there had been 
a sudden rise in the relative frequency of eclampsia in the year 1899 and 
that since then the incidence rate had steadily increased. He attributed 
this to the fact that cases were earlier diagnosed and sent into hospital ; 
to the greatly increased proportion of nitrogenous food in the dietary of 
town people since frozen and tinned meats had become common and cheap ; 
and to the fact that the population was steadily becoming more centred 
in the towns and mining villages in which town conditions obtained. 
There was no doubt that eclampsia was much commoner in the town than 
in the country, many country practitioners never having seen a case in 
the course of many years’ practice. 

He was glad to be able to show that the mortality had been going down 
just as the incidence had been increasing. This was due to improvements 
in treatment and in nursing, and to the wider recognition that the sooner 
the uterus was emptied in such cases the better. There was no evidence 
that the type of the disease itself was changing. 

Sir Halliday Croom reviewed the literature on the question of the 
seasonal incidence of eclampsia, and showed how variable the opinions 
were. The Edinburgh statistics showed nothing strkiing in this connec- 
tion, but the lowest incidence was definitely in June and July, and the 
highest in October. The explanation of the apparent seasonal incidence 
was to be found not in any change from winter to summer, but in the 
greater prevalence at certain times of sudden changes of temperature. 
These adversely affected the kidneys and precipitated an attack. His 
statistics showed this in another and very interesting way. Every year 
showed that the cases frequently came in runs of several within a few 
days. On looking up the meteorological tables he found that these times 
were always characterised by definite sudden falls of temperature, and in 
some cases to periods of trades holidays when the women were more 
exposed to overheating and subsequent chilling. 

The statistics bore out another point of great interest which had been 
noted by Harrar of New York, namely, that while the incidence was 
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greater in twin pregnancies, the mortality rate in such cases was lower. 
He was unable to offer any explanation of this. 

The Edinburgh Hospital showed a very much higher frequency of 
eclampsia than other hospitals in this country. Over these twenty-two 
years the average rate of incidence was one in every thirty-five cases. No 
deduction as to the general incidence of the disease in the country could 
be drawn from this directly, and it must be remembered that compared 
with many other hospitals, theirs was small and accordingly they always 
had in it a much larger proportion of abnormal cases than other hospitals. 

Dr. BERRY Hart said that eclampsia was a disease in which the more 
one saw of it the less one understood it. In most discussions upon it one 
generally ‘“‘came out by that same door as in he went.’ He thought that 
Sir Halliday Croom had satisfied them on the point as to the effect of 
sudden changes of temperature. During pregnancy there was a great deal 
of chemistry going on in the trophosphere, and it was quite comprehen- 
sible that some disturbance in the metabolism might lead to an accumula- 
tion of toxin which when it reached a certain point was aggravated by a 
change of temperature and so precipitated the attack. 

Dr. RitcHig thought that Sir Halliday Croom had proved the effect of 
change of temperature upon women predisposed to eclampsia. He could 
not accept the view that inefficient liver and kidneys were sufficient to 
cause the condition, for in that way they could not explain the non- 
development of the disease in subsequent pregnancies. It must be due to 
some factor associated with the actual pregnancy. 

Dr. ForDycE was much impressed by the proof of the increased incidence 
and the diminished mortality. He believed that both were to some extent 
due to the fact that practitioners were now alive to the fact that only in 
hospital could the treatment of eclampsia be efficiently carried out. 

Dr. KEppIg PATERSON said he would like to know if the diminished 
mortality was not partly due to the general improvement in the sanitation 
of the city. He believed that this improvement led to a lighter type of 
infection in other diseases. The sanitation in some of the continental and 
American cities from which mortality statistics had been quoted was often 
very bad owing in part to their climatic conditions. He thought the 
relationship between the mortality of eclampsia and that of the infectious 
diseases might be worked out with interest and advantage. 

Dr. OLIPHANT NICHOLSON said he was interested in the suggestion that 
diet was a factor in the increase of eclampsia. It was quite possible that 
the fault in the proteid metabolism lay with the thyroid secretion, which 
was now known to be intimately and complexly bound up with the meta- 
bolism of proteids. He believed that the tendency to take eclampsia was 
a primary fault in the woman, whether due to a lack of thyroid secretion 
or not. In exophthalmic goitre there was a diminution in the proportion 
of bile salts, to which in part the nervous erethism was due. It was just 
possible that this had some connection with eclampsia. The only sugges- 
tion he could offer for the sudden rise of frequency in 1899 was that it was 
the time of the Boer war, when possibly there was more poverty. 

Dr. LACKI£ said he was much interested in the fact of cases occurring 
in groups. He remembered reading that in Paris in one hospital very few 
cases occurred one year and in the following year ten times as many. In 
regard to the question of diet, it was his experience that the disease was 
just as common in the rich as the poor, amongst the strong as the weak. 
THE PRESIDENT thought that Sir Halliday Croom’s paper was one of 
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the most suggestive that he had heard at that society. It opened up many 
fields for thought and speculation, and offered many points for considera- 
tion. He thought that the higher incidence of the disease in the Edinburgh 
Hospital was due to the much greater proportion of abnormal cases. He 
was pleased to learn that the mortality was going down, for it had always 
been his impression that it was rather increasing. The Lauriston Pre- 
maternity Home was a good example of the preventive effects of avoidance 
of exposure to changes of temperature, and too nitrogenous dietary. The 
inmates of the home were all primiparee, and in twelve years they had 
never had a single case in which eclampsia had developed, and this with 
an average of about sixty cases a year. The diminished mortality in twin 
cases was very interesting, but hard to understand. 

Dr. JAMES YOUNG read a paper on Two Cases of Contraction of the 
Pelvic Outlet, one treated by Pubiotomy and one by Induction of Premature 
Labour. 

He stated that in this country contractions of the outlet had not 
received sufficient attention. In all the text books and in most society 
discussions treatment of contracted pelvis was considered in terms of the 
diameters of the brim. There are two types of contraction of the outlet 
(1) where the condition is superimposed on a general contraction or justo 
minor condition, and (2) where the contraction is limited to the outlet. 
This latter constitutes the funnel-shaped pelvis and is by far the commoner 
of the two. In most cases it is probably due to high assimilation of the 
last lumbar vertebra to the sacrum. 

Where the distance between the tuberosities of the ischium is reduced 
to 34 inches the posterior sagittal diameter should always be measured. 
This may be done by placing a pencil across the outlet in the bisischial 
diameter and measuring between the centre of this and the tip of the 
sacrum. .One centimetre subtracted from this for the soft parts gives the 
posterior sagittal diameter. 

The treatment of contracted outlet by induction is only approximately 
scientific as there is no method, such as is available in brim contractions, 
for measuring the relative sizes of the foetal head and pelvis, and thus of 
deciding the most suitable time for interference. Pubiotomy possesses 
two great advantages: (1) It enables the obstetrician to await the test of 
labour, and (2) it results in a permanent enlargement of the outlet. The 
disadvantage of pubiotomy, and of Cresarean section too, as compared 
with induction is that the maternal mortality of the former operations 
works out at from 2 to 3 per cent., while in the latter it is practically nil. 
As the mother’s interests must dominate the issue, induction is the prefer- 
able operation in ordinary cases. Pubiotomy or Czesarean section should 
only be done where expert skill is available, and where the mother has 
consented to assume the extra risks. 


Case 1. Patient 28 years old. Bisischial diameter 3} inches, posterior 
sagittal 24 inches, other diameters normal. First labour ended by 
craniotomy, second by induction at 37th week after difficult forceps extrac- 
tion. Child dead. Third labour ended by pubiotomy at full time; birth 
easy, child living and healthy, 8} lbs. in weight. Convalescence rapid and 
normal. Slight limp for two months. X-ray photograph at sixth week 
showed fibrous union. 


CasE 11. Primipara, et. 21. Bisischial diameter 24/, inches, posterior 
sagittal 31/, inches. Other diameters normal. Induction at the 37th 
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week by Krause’s method. Labour lasted 144 hours. Child healthy, 6 lbs. 
in weight. Recovery of mother uneventful. 

Str HALLipAy Croom said he thought Dr. Young had been peculiarly 
fortunate in his choice of cases for pubiotomy. It should never be an 
operation of primary choice, but always done as a complement to forceps. 

Dr. Berry Hart thought pubiotomy was an operation with a future 
before it. There was no doubt it was very well suited to outlet cases, but 
it was also very useful in contractions of the inlet. 

Dr. LACKIE quoted a case he had treated by pubiotomy recently. The 
child was born 17 minutes after the beginning of the operation. The 
patient had a slight limp due to phlebitis after convalescence. 

The PRESIDENT said he thought there was no doubt that the operation 
of pubiotomy was peculiarly suited to contractions of the outlet, as there 
was a gain of almost two inches to be had in the transverse. 


GLASGOW OBSTETRICAL AND GYNASCOLOGICAL, SOCIETY. 


The 4th meeting of the session was held on January 24th, the President, 
Dr. A. W. RUSSELL, in the Chair. 

Prof. MuNrRo KERR read notes on (1) A case of intestinal obstruction 
complicating pregnancy :—operation at the 7th month without disturbing 
pregnancy. (2) A case of advanced extra-uterine pregnancy in which the 
foetus was free in the abdominal cavity. 

In the first case the patient was admitted into hospital in a state of 
collapse. She had feecal vomiting. There was a large ventral hernia at 
the site of an old appendectomy scar. An incision was made over the 
appendix area and a fibrous band was found causing complete obstruction 
of the lumen of the bowel. It was removed and the bowel freed. She 
made a good recovery. Pregnancy was undisturbed. 

The second case was one of advanced extra-uterine pregnancy. The 
foetus was free in the peritoneal cavity where it must have developed ; 
there was no trace of membranes. 

Dr. Shannon read a paper on ‘‘ Some Observations on Concealed Acci- 
dental Hemorrhage, with remarks on a case.’? The patient, 10-para, was 
admitted into hospital in a collapsed state. All the symptoms of concealed 
accidental haemorrhage were present. Czesarean section and sub-total 
hysterectomy were performed but the patient died an hour after operation. 
The uterus showed multiple small incomplete ruptures. The peritoneum 
was torn here and there all over its surface, and a tear measuring 1 inch 
was found just above the bladder. The muscular layer also showed small 
ruptures but the mucous coat was intact. Dr. Shannon was of opinion that 
the blood effused after separation of the placenta, into the uterus, whose 
walls were diseased, raised the intrauterine tension so much that acute 
dilatation of the uterus took place and rupture followed. He said the 
pressure caused by the blood in the uterus was the causative agent, but 
the amount of blood lost did not cause death. He compared the uterus in 
such a state with an ovarian cyst with twisted pedicle. He advocated 
Cesarean section and hysterectomy in such cases, but before doing so, he 
thought the membranes should be ruptured so as to relieve the tension in 
the uterus and thereby lessen the shock. Shock, he said, was the cause 
of death. 

Dr. Russe, spoke of a case in which the walls were thin and non- 
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contractile, but not ruptured. He advised hysterectomy but not Czesarean 
section. 

Dr. Balfour Marshall would not attempt Czesarean section, nor puncture 
the membranes. He agreed to the analogy with ovarian cyst with torsion 
of the pedicle. 

Dr. MACFARLANE was of opinion that metro-endometritis was a common 
cause of accidental hemorrhage. In one of his cases of the concealed 
variety there was no rupture. 

Dr. McILRoy thought that the peritoneal coating was the last to rupture 
as it was in ruptured tube. 

Prof. MUNRO KERR said that the rupture began in the wall of the uterus. 
This was due to disease of the uterus or to toxemia; one of the chief 
symptoms was hamorrhage. He performed hysterectomy and ruptured 
the membranes to reduce shock, by reducing the intra-uterine tension. 

Mr. Dur¥ read a paper on ‘‘ Successful removal of a large retroperitoneal 
sarcoma, with notes on the method of treatment.’’ He pointed out that 
retroperitoneal tumours were so rare that publication of any case that 
might be met with was warranted. The tumour occurred in a patient 
who three years previously had the left breast removed for malignant 
disease. 

The operation was very difficult on account of extensive adhesions to 
omentum and bowel. The relationship between the tumour and the 
transverse colon was so intimate that it was impossible to prevent exten- 
sive damage to that part of the bowel. About 7 inches of the surface of 
the transverse colon was denuded of its peritoneal and superficial muscular 
coats. This was covered with an omental graft. The patient made an 
excellent recovery. 


Fresh Specimens were shown by the following Fellows :— 

Dr. A. W. RUSSELL.—Fibroid Uterus; Uterus and appendages showing 
effects of pelvic peritonitis. 

Prof. Munro KERR.—Uterus with multiple fibroids; Uterine fibroids 
showing necrobiotic changes. 

Dr. NIGEL, STARK.—A tubal pregnancy with foetus about seventh week ; 
Double hydrosalpinx with ovarian cyst. 

Dr. BALFOUR MARSHALL.—Double ovarian cyst; Broad ligament cyst. 

Dr. W. D. MAcFARLANE, Jun.—Carcinoma of body of uterus (panhys- 
terectomy). Ovarian cyst with torsion on left side and right-sided malig- 
nant ovarian cyst. Ovarian tumours (malignant) ; Uterine fibroids; Early 
tubal pregnancy with rupture; Large fibroid uterus. 

Dr. WILLIAM RITCHIE.—Carcinoma of body of uterus (panhysterectomy). 

Dr. SHANNON.—Malignant infiltration of cervical fibroid. Adenomyoma 
of uterus. 








ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SECTION OF OBSTETRICS. 
President.—A. J. Horne, F.R.C.P.I. 
Sectional Secretary.—G. FitzGripson, M.D., F.R.C.P.I. 
Meeting held Friday, February 16 1912, The President in the Chair. 
SLOUGHING BLADDER DUE TO URETHRAL COMPRESSION BY PELVIC Myoma. 
Dr. H. Jewett showed a post mortem specimen consisting of the 
bladder, the uterus enlarged by a myoma, and the vagina. The patient, 
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who was aged forty, suffered from acute retention of urine for a fortnight 
previous to admission to the Rotunda Hospital. She had been seen 
previously by a medical man, who had passed a catheter, and ordered this 
to be done twice daily. On admission to hospital the physical signs were : 
A hard tumour incorporated with the uterus, filling the pouch of Douglas, 
in front of which was the bladder reaching almost to the umbilicus. The 
urine, which was exceedingly dark and foul-smelling, contained blood. 
It was alkaline with a specific gravity of 1020. The bladder was washed 
out with a solution of permanganate of potash, and a permanent rubber 
catheter left in. The uterus was pushed out of the pelvis with difficulty. 
The patient gradually sank, and died the following day from septicaemia 
due to general poisoning of the bladder. Post mortem examination 
showed very considerable thickening of the bladder cavity, and the mucous 
membrane had practically disappeared. The point of importance in the 
case was that patients suffering from retention of urine should not be 
allowed to go on without pelvic examination. 

Dr. GouLpinc referred to his experience of a similar case that was 
cured by operation. His present practice in cases of uterine myoma was 
to wait until some important symptoms developed. In a case that he had 
recently been observing the patient suddenly developed symptoms of 
being unable to pass urine, and he recommended operation at once, and 
she is now quite well. 

Sir WM. SMyLy said that he had seen this case at the Rotunda in the 
absence of the Master, and it seemed to him exactly like a case of retro- 
verted pregnant uterus. The urine was terribly foul-smelling. He had 
not experienced a case like it before where there was complete retention 
of the urine and sloughing of the bladder. He remembered Dr. Goulding’s 
case, which was somewhat similar, but tle patient was not altogether 
unable to pass water. He also mentioned the case of a patient who had 
her ovaries removed with the result that the tumour shrivelled up a good 
deal and fell down, so that she could not pass urine. She eventually 
consulted him, and the tumour was removed successfully. 

Dr. BARRY asked what was the exact cause of death. 

The PRESIDENT said that it was very rare indeed to see a patient dying 
from pressure on the bladder. Where there is retention of urine pelvic 
examination should be made early. If this had been done in the present 
case the difficulty would have been diagnosed, and the patient’s life might 
have been saved. 

Dr. JELLETT, replying, said that death occurs in some of these cases 
from nephritis, but in this case apparently from general poisoning. He 
thought that patients with myomata should be operated on while in good 
health, and that one should not wait until serious symptoms occurred. 


CANCER OF THE STOMACH SIMULATING OVARIAN CysT. 

Dr. H. JELLETT showed a specimen of cancer of the stomach which was 
of considerable diagnostic interest. The patient, whose age was sixty-four, 
had six children, the last pregnancy being in 1888. She was admitted on 
the 16th of January last, complaining of pain in the abdomen, which for 
the last six months had been getting larger. The physical signs were :—- 
Uterus small and atrophied, the abdomen contained a semi-cystic tumour 
about the size of a seven months’ pregnancy, and there were some nodules 
in the right iliac fossa. There were no gastric symptoms. On opening 
the abdomen a swelling the size of a football—tense and covered with large 
veins—was discovered. It was attached to the liver above, and below it 
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lay the transverse colon and small intestines. There was a firm adhesion 
between the abdominal wall and the tumour on the left side. A couple of 
hard nodular masses were to be felt to the right of the tumour in the right 
iliac region of the right kidney. It was found impossible to do anything, 
and in about a week after the operation she died from heart failure. At 
the post mortem it was found that the tumour was a malignant growth 
originating in the stomach. Sections were shown under the microscope. 

Dr. KIRKPATRICK said that in view of the fact that the patient had no 
gastric symptoms he might mention that this year he had heard of four 
such cases. In one of those patients practically the whole stomach was 
involved, yet the patient presented no gastric symptoms. He had recently 
seen the stomach of a patient who had been under treatment for some 
time, and when the abdomen was opened it was found that there was a 
malignant tumour of the pylorus. It was, he thought, well to remember 
that malignant disease of the stomach may occur and reach an advanced 
stage without showing any signs of gastric trouble. 

The PRESIDENT asked if the tumour was more on the left side than on 
the right. 

Dr. JELLETT, in reply, said that the tumour filled the whole abdomen, 
the liver being displaced and rotated. 


SOME OBSERVATIONS UPON THE RECENT EPIDEMIC OF SO-CALLED SUMMER 
DIARRHGA AMONGST INFANTS. 


Dr. TWEEDY said he was disappointed that Dr. Sheill had not dealt as 
fully as he might have done with the actual treatment of acute infantile 
enteritis. The methods of prevention which he advocated would at present 
be productive of more harm than good. It is notorious that there is far 
too little milk consumed by the children of the poor. Milk is almost a 
necessity of growth, because of its phosphate of calcium in combination 
with albumen, and any restrictions which would have the effect of increas- 
ing its price must result in its further diminished consumption. Better 
dirty milk than no milk. He did not think that Dr. Sheill could have had 
much experience in the ‘ whole milk ’? method of feeding children, other- 
wise he could hardly have condemned it as he had done. Similarly he 
was puzzled as to why the administration of cod liver oil was objected to. 
Surely it was a fat in every way preferred to bad, contaminated, or rancid 
butter, a commodity too frequently in use amongst the poor. Perfection is 
not claimed for pasteurisation, but that it diminishes the number of 
harmful bacteria is a truth beyond controversy, and the severity of 
symptoms bears a close relation to the number of bacteria ingested. For 
this reason it is to be hoped that the process will be continued so long 
as faulty methods mitigate against a pure milk supply. 

Dr. KIRKPATRICK said that although the hospitals in our city are 
looked upon as the leading lights in hygiene, the authorities of those 
institutions do not at present set the example of insisting on absolutely 
clean milk for their patients, and so long as such a state of affairs existed 
he thought the Government could not reasonably be asked to come to our 
aid in this matter. He suggested that it would be a good way to institute 
a reform if the hospital authorities would begin by insisting on as clean 
a milk supply as could possibly be obtained. This would encourage 
dairymen to offer to have their dairies inspected in order to get such 
contracts. 

Dr. AsHr mentioned that he had been experimenting for some time 
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with pasteurising and then re-lacturising milk, and had obtained patents 
in connection with the process. He hoped at scme future date to place the 
results of his experiments before the Academy. 


Dr. SoLomons said there was a point to which he would like to draw 
attention, which had not been touched upon in the paper—namely, the 
founding of an infants’ hospital. He thought that if such a hospital 
existed men could specialise in the treatment of infants, and much good 
would result. 


Dr. Jewxtr fully agreed with all that had been said as to the very 
unsanitary conditions under which our present milk supply was obtained. 
He thought that the nationalisation of our milk supply was of more 
importance to the public at the present moment than the nationalisation 
of the railways, about which we hear so much. He considered that it 
would be more useful if some of the energy devoted to the examination of 
milk when it reached the city was devoted to the source of supply. 

Dr. SNEYD thought that better results would be brought about if more 
attention were devoted to the treatment of the cases. He mentioned the 
utility of irrigation of the bowel, which he said could be done even in the 
poorest houses, and ought to be done. 

Dr. Barry thought there was not sufficient stress laid on the care of 
the patient when put back on the milk. He pointed out that at that time 
it is often found that the disease recurs. 

Dr. ELLA Wess spoke of her experience of three or four bad epidemics, ' 
and said that she had always found salicylate of bismuth in 3-grain doses 
and the stoppage of milk to have a very good effect. The utility appears 
to be in the antiseptic and soothing effect of bismuth. She had never 
tried Angier’s emulsion as suggested by Dr. Sheill, but always used cod 
liver oil, although sometimes it is difficult to get it made into an emulsion, 
and if not given in this way it is likely to produce vomiting. With regard 
to remedial measures it was of importance that there should be house-to- 
house visiting, so as to get the cases treated in the early stages. Foul- 
smelling alkaline motions should be a danger signal. Albumen water and 
lactose she had found to be the best substitutes for milk. As to pasteuri- 
sation, it could only be regarded as the second best method. Cooling was 
infinitely preferable, but although it had been found possible in Denmark 
to sell milk at 34d. per quart that has never risen above 41° F., this could 
not be done here, she believes, under 6d. per quart. 

THE PRESIDENT said that one of the worst rights that remains in Dublin 
is the right attaching to the retention of byres within the city. In the 
treatment of children’s diseases if is necessary to divide them into two 
classes—one under one year old, and the other over a year. He referred 
to the old system of wet nursing which was formerly practised, and said 
that the system of artificial feeding had increased the mortality consider- 
ably. He considered the suggestion as to the hospitable authorities making 
an effort to get pure milk an excellent one. 

Dr. SHEILL, in reply to Dr. Tweedy, said that his paper had argued 
more from the point of view of prevention than cure. He pointed out 
that it had been proved by a dairy in London that milk produced under 
the best conditions could be profitably sold at 34d. per quart. With regard 
to Dr. Webb’s remarks he would suggest that the cause should be removed 
before giving the bismuth. In his paper he referred to all under one year 
old as infants, and those over one vear he called children. His objection 
to the use of cod liver oil in infants’ food, for the poor especially, were the 
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odour, price, and miscibility in comparison with butter. Dr. Shiell had 
seen last summer milk pasteurised at 11 a.m. go sour by 8 p.m. of the same 
day, thereby proving the unreliability of pasteurisation. Regarding the 
‘Milk Commission ”’ now sitting in Dublin, he drew attention to the 
fact that obstetricians, who are, of course, most in touch with ailing 
infants were conspicuous by their absence. 


MIDLAND AND WESTERN COUNTIES OBSTETRICAL AND 
GYNAZCOLOGICAL SOCIETY. 


On February 2oth, 1912, a meeting was held at the Grand Hotel, 
Birmingham, to found the Midland and Western Counties Obstetrical and 
Gynecological Society. The chair was taken by Mr. Christopher Martin, 
and the following were present:—Drs. Malins, Christopher Martin, 
Thomas Wilson, Tenison Collins, Furneaux Jordan, Frederick Edge, John 
T. Hewetson, Smallwood Savage, T. FE. Clare, Beckwith Whitehouse, Lewis 
Graham, Beatrice Webb, Annie Clark, and Professor R. F. C. Leith. 

Apologies were received from Dr. Walter Swayne (Bristol), Dr. D. C. 
Rayner (Bristol), Dr. W. J. Green (Newport), Dr. Calthrop Williams 
(Woodhall Spa), Dr. Hartley Bunting (Birmingham), Dr. W. C. Smith 
(Beeston, Notts.), Dr. C. E. Purslow (Birmingham), and Dr. Harman 
Brown (Coventry). 

Dr. Beckwith Whitehouse read the notice convening the meeting, and 
Dr. Malins then proposed the resolution that an Obstetrical and Gynzeco- 
logical Society including the Midland, Eastern and Western Counties of 
Great Britain be now formed. Dr. Malins said that a feeling had long 
existed that the provinces were not adequately represented in these 
important matters. In the large area over which it was proposed to form 
a new society, there were large towns and a wide district where much 
activity was displayed in the pursuit of Obstetrical and Gynecological 
knowledge. There were here comprised teaching centres and a number 
of hospitals where much valuable work was done, and a large amount of 
treatment carried on without due recognition or opportunity of record. 
It had been found that much time had been taken up and often incon- 
venience in going to and fro to London, and outside that great centre 
there was a mass of material which could not be utilised to the extent 
deserving of its interest and value. The provinces were overshadowed by 
the Metropolitan societies in which progress and interchange of opinions 
was naturally gathered and centralised, hence those outside had not the 
same proportionate advantages. This want would be supplied by the new 
Society in which it was confidently expected there would be a willing 
response to the facilities afforded by the mutual co-operation of its 
members. The resolution was seconded by Mr. T. Hewetson and carried 
unanimously. 

Mr. J. FURNEAUX JORDAN proposed that the Society be called ‘‘ The 
Midland and Western Counties Obstetrical and Gynecological Society.” 
He thought that the addition of the word ‘‘ Eastern ’? would unnecessarily 
lengthen an already long title, but he hoped the Society would not exclude 
the admission of members practising in the Eastern Counties. 

Dr. BEATRICE WEBB seconded the motion which was carried unanimously. 

Dr. TENISON CoLLIns (Cardiff) in proposing that the object of the 
Society shall be the promotion of the Science and Art of Obstetrics and 
Gynzecology said that he welcomed the formation of the Society, emanating 
as it did, from Birmingham, the original home of English Gynzecology. 
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Mr. FURNEAUX JORDAN seconded the motion. 

Mr. CHRISTOPHER MARTIN then proposed that the government of the 
Society shall be vested in the Office bearers, who shall be elected from 
among the members, and shall consist of a President, three Vice-Presidents, 
a Treasurer, General Secretary, Local Secretaries and a Council of not 
less than six. It was further proposed that the Officers and Council shall 
be elected annually by ballot. 

Dr. BECKWITH WHITEHOUSE seconded the motion. 

The election of Officers and Council for 1912—1913 then took place. 

The following were unanimously elected :— 

President: Dr. Matins (Birmingham). 

Vice-Presidents : Mr. CHRISTOPHER MARTIN (Birmingham) ; Dr. WALTER 
C. Swayne (Bristol); Dr. H. T. Hicks (Derby). 

Hon. Treasurer: Dr. C. E. Pursiow (Birmingham). 

Hon. General Secretary: Dr. BECKWITH WHITEHOUSE (Birmingham). 

Hon. Local Secretaries: Dr. D. C. RAYNER (Bristol), Dr. T. CLARE 
(Leicester). 

Other Members of Council: Dr. HArMAN Brown (Coventry); Dr. 
TENISON CoLiins (Cardiff); Dr. WHEELTON Hinp (Stoke-on-Trent); Dr. 
Wuuiam SmitH (Nottingham); Dr. THomas WiLson (Birmingham); Dr. 
CaALTHROP WILLIAMS (Woodhall Spa). 

The PRESIDENT then took the Chair and proposed that the Society be 
itinerant, and that arrangements for the meetings be placed in the hands 
of the Council. This was seconded and carried unanimously. 

It was further resolved that the proceedings at each meeting shall 
consist in the exhibition of living cases, specimens and instruments, and 
the reading and discussion of ‘‘ short communications ” and papers. 

The Secretary was asked to approach the Editorial Committee of ‘‘ The 
Journal of Obstetrics and Gynecology of the British Empire ”’ with a view 
to the publication of the proceedings and papers read before the Society. 

A Pathological Sub-Committee was also formed to which specimens 
of unusual interest or complexity may be submitted for report. 

The following were unanimously elected to serve on this Committee 
for the years 1912—13 :— Prof. R. F. C. Lerru, Dr. Jonn T. Hewerson, 
Dr. L. G. J. MACKEY. 

The Committee has power to co-opt other members. Mr. CHRISTOPHER 
MARTIN then moved that the Council be empowered to draw up a set of 
tules and be instructed to submit the same to the next general meeting 
of the Society. 

The motion was seconded by Dr. THos. Wiison and carried unani- 
mously. 

A dinner, presided over by the President, Dr. Matins, was held at the 
Grand Hotel, Birmingham, at the close of the meeting, to inaugurate the 
new Society. 
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